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a new producl 


1 cc CONCENTRATED 
SOLUTION LIVER EXTRACT PARENTERAL 


Lederle 


containing active antianemic material obtained from 100 grams. 
of liver—a marked advance over refinements hitherto achieved 
in the preparation of liver for the treatment of pernicious anemia 
in relapse and for adequate maintenance. 


Limited stocks are now ready for commercial distribution. 
The prices of the new 1 cc concentrated solution are the same 
as have applied to the 3 cc concentrated solution which has 
been in use since 1932, 


PROGRESS IN LIVER THERAPY 
Comparative doses for pernicious anemia patients in relapse. 

Total dosage 

per month 

1926 Liver Pulp. Daily dosage 300 grams... 9,000 grams 
1927 Powdered Liver Extract. Daily dosage of material ob- 
tained from 500 grams of liver, approximately 12.5 grams 

of extract. . 375 grams 


Solution Liver Extract Parenteral. Each 5 cc ampuk 
contained the active material from 100 grams of liver. This, 
the first American commercial intramuscular liver extract 
was introduced by Lederle. Desage, seven vials monthly 


3 cc. Concentrated Solution Liver Extract Parenteral. 
\ very practical, potent preparation, each 3 cc. vial con- 
tained active material obtained from 100 grams of liver. 
Dosage, seven vials monthly 


1 cc. Concentrated Solution Liver Extract Parenteral. 
Increased refinement and corcentration with ¢quivalent 


activity. Dosage, seven vials month! or 7 ce. 


LepeERLE LABORATORIES, INC. 
30 ROCKEFELLER PLAZA NEW YORK,.N. Y. 
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CRITERIA OF OPERABILITY FOR GOITER* 


EMIL GOETSCH, M.D. 
Brooklyn, New York 


HYROIDECTOMY in experienced hands 

has become one of the safest of surgical pro- 
cedures. There is, however, a small percentage 
of mortality following operations on the thyroid 
In a 
comparison of the fatalities occurring during the 
ten year period from 1920 to 1929, inclusive, 


gland which it seems difficult to avoid. 


with those occurring in the recent five year pe- 
riod from 1930 to 1934, inclusive, it was found 
that mortality following thyroid operations had 
improved in certain respects but there still re- 
mained a definite percentage of fatalities occur- 
ring as a result of postoperative hyperthyroidism 
and crisis. 

During the fifteen year period mentioned, 
there were 3,610 operations on 3,321 patients 
with forty-two fatalities—an operative mortality 
of 1.16 per cent and a patient mortality of 1.26 
per cent. Of the forty-two fatalities, seventeen, 
or 40 per cent, were due to postoperative crisis 
with secondary cardiac failure, and seven, or 17 
per cent, of the total fatalities were due to pri- 
mary cardiac failure unassociated with severe 
postoperative crisis. It is seen then that 57 per 
cent of all due to these two 
causes. The next two important causes of death 
were pneumonia and embolism, each of which 


fatalities were 


was responsible for 10 per cent of the fatalities. 
The remaining seven fatalities were assigned to 
seven different causes, each of which was thus 
responsible for only 2 per cent of the fatalities. 
It is instructive to review the elements of risk 
or the criteria of operability which have become 
apparent from a study of the fatal cases occur- 
ring in the experience of Dr. Emil Goetsch and 


Summary of the annual guest address before the Minneap- 
s Surgical Society, February 7, 1935. 
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Dr. Arthur Goetsch at the Long Island College 
Hospital, Brooklyn, in the past fifteen years. 


Postoperative Hyperthyroidism 


In the last five-year period, 60 per cent of the 
fatalities were due to postoperative hyperthyroid- 
ism and 54 per cent of the fatalities during the 
first ten year period were due to this cause. Ina 
review of the history and physical examination 
of the seventeen patients who died in crisis, it 
seemed that the following factors were definitely 
contributory to the postoperative hyperthyroid- 
ism and were thus of bad prognostic omen: 
great loss of weight (thirty to fifty pounds or 
more) and an associated marked asthenia; un- 
usually severe, uncontrollable hyperthyroidism ; 
the unfavorable influence of the indiscriminate 
use of iodine in the previous treatment of the 
patient; cardiac damage; unusual nervous and 
mental symptoms; prolonged pressure, particu- 
There was a 
mortality of 0.68 per cent in the exophthalmic 
goiter patients and of 0.33 per cent in the adeno- 


larly in the adenomatous cases. 


matous goiter patients due to crisis. There were 
thus twice as many deaths in the former group 
Some of the reasons for this 
are subsequently considered. It was found that 
the type of operative procedure was by no means 


as in the latter. 


the sole determining factor in the fatal out- 
come since various types of procedures such 
as preliminary ligation, hemithyroidectomy with 
and without preliminary ligation, and double re- 
sections were all employed in these fatal cases. 
A very disturbing factor was found to be the 
indiscriminate treatment with iodine, which had 
in the great majority of instances produced an 
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exacerbation of the preéxisting hyperthyroidism. 
This in turn directly contributed to the postoper- 
ative hyperthyroidism. Thus of the seventeen 
deaths occurring as a result of postoperative hy- 
perthyroidism, there were only two in which 
iodine had not been indiscriminately adminis- 
tered previous to operation. 

The generally prevalent medical treatment of 
the hyperthyroid patient with iodine commonly 
converts the relatively inactive case into an ac- 
tive one and the active case into a critical one 
and thus renders the operative procedure increas- 
ingly dangerous. The factor of greatest security 
and comfort in the approaching thyroidectomy 
seems definitely to be the degree of clinical re- 
mission obtained after the correct preoperative 
treatment with iodine as advised by Plummer. 
The greatest single cause for the failure to ob- 
tain a satisfactory remission is the previous 
iodine therapy. The thyroid gland often becomes 
saturated with iodine, undergoes a secondary ac- 
tivation resulting in a relapse and in this period 
is refractive to the further administration of 
iodine even in large doses. This holds true 


whether the case is one of exophthalmic or ade- 


nomatous goiter. The patient who has been in- 
discriminately iodinized becomes a more serious 
risk after thyroidectomy. Furthermore, the met- 
abolic rate in such cases may not be unusually 
high and may thus fail to act as a warning to the 
surgeon. The further intensive treatment with 
iodine does not protect the patient in any way 
comparable to the protection afforded by its ad- 
ministration the first time. With abundant evi- 
dence at hand, it seems safe to advise against all 
treatment with iodine in patients with hyperthy- 
roidism. It does not cure and it deprives the sur- 
geon of one of his most reliable factors of safety, 
namely the preoperative clinical remission other- 
wise obtainable by the first and efficient intensive 
treatment with iodine. 


Primary Cardiac Failure 


Seven of the forty-two fatalities were due to 
primary cardiac failure unassociated with severe 
postoperative hyperthyroidism. Four were in 
instances of exophthalmic and three of adenoma- 
tous goiter. These fatalities were referable sole- 
ly to the utterly bad condition of the patient gen- 
erally and of the cardio-circulatory system in 
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particular. In several of these patients we were 
dealing with the terminal or “burnt out” siage of 
hyperthyroidism. Thyroid overactivity per ge 
was thus not an important factor in the pre. 
operative status of these patients. The symp- 
toms and signs of cardiac enlargement and of 
myocardial degeneration were present in varying 
degrees in more than half of the cases. Again, 
the type of operation, whether a resection or a 
preliminary ligation, was not of primary impor- 
tance. The majority of the patients died of pro- 
gressive cardiac disability and the operation was 
simply an incident in the fatal course of the dis- 
ease. In summary we may say that when the 
criteria of operability concern a heart too badly 
damaged for any recuperation and when there 
is no longer any real element of hyperthyroidism, 
it is futile to operate. The outlook is bad 
whether the patient is treated medically or sur- 
gically. 


Pneumonia 


Of the forty-two fatalities, there were five, or 
12 per cent, resulting from pneumonia, two of 
the lobar and three of the bronchial type. The 
criteria of bad prognosis here were the generally 
bad physical condition and the factor of previous 
injury and infection of the respiratory system. 
It was found invariably that in all five patients 
who died of pneumonia there had been a history 
of more or less serious cardio-pulmonary compli- 
cations together with other systemic disorders 
and marked exhaustion. The generally satisfac- 
tory postoperative results are largely attributable 
to deferring operation whenever there is a his- 
tory of recent respiratory infection, to the use 
of a light gas-oxygen or ethylene anesthesia 
which assures early recovery of the throat re- 
flexes and thus avoids aspiration, and to avoiding 
unnecessarily prolonged operation, trauma and 
injury to the recurrent laryngeal nerves with con- 
sequent respiratory embarrassment. 


Embolism 


There were five patients, from twenty-seven 
to fifty-five years of age, who died of post-opera- 
tive embolism. Four were in instances of ex- 
ophthalmic and one of adenomatous goiter. The 
principal findings in general were myocardial 
damage with cardiac enlargement, arrhythmia 
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and decompensation, marked arteriosclerosis, 
gortitis and hypertension. One patient suffered 
from an old endocarditic process exhibiting pre- 
cordial thrill and a systolic murmur. The ex- 


tent of the operation played no direct role in the 
fatal outcome in the five instances mentioned. 


Tetany 


There was one death due to tetany which could 
have been avoided by a more adequate treat- 
ment with parathormone and calcium. The pa- 
tient was planning to go home when on the 
eleventh postoperative day she went into a series 
of severe convulsions and before parathormone 
and calcium could be made effective, she died. 
This was doubtless a case of injury to the para- 
thyroids and their circulation and sufficient time 
had not elapsed for these glands to regain their 
circulation. In the meantime proper therapy had 
been interrupted while the patient was still on the 
threshold of more severe spasms in which she 
finally promptly died. 

The remaining seven fatalities were mostly of 
accidental character, occurring in the earlier 
years and avoidable to a great extent at the pres- 
ent time as a result of better technical proce- 
dures and greater experience. 

Thus there were two deaths two days and six 
hours respectively after operation due to respira- 
tory failure secondary to severe laryngeal edema 
with probable tracheal collapse and a subsequent 
general exhaustion of the patient. There was 
one instance of severe wound infection due to 
the streptococcus and death occurred in three 
days from terminal bronchopneumonia. Another 
fatality occurred following the intravenous ad- 
ministration of glucose solution. One patient 
failed to regain consciousness and the cause of 
death was not determined. Another death fol- 
lowed two and a half months following double 
resection for adenomatous goiter. There was in 
this case a complicating cystitis followed in time 
by a prostatic abscess and cellulitis and the pa- 
tient died of sepsis. Another fatality occurred 
in a young girl with severe hypothyroidism, bor- 
dering on cretinism. This patient had a large 
adenomatous producing 
Twenty-two hours following operation she de- 
veloped generalized convulsions from which she 
died. 

In our attempt to control all the direct and 


goiter obstruction. 
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contributory causes of death following thyroid 
operation, it becomes apparent that postoperative 
crisis is very definitely the one cause of death 
with which we cannot adequately cope. It must 
be remembered however that even though the 
preoperative hyperthyroidism is partially con- 
trolled, the fundamental hypersensitiveness of the 
patient to operative procedure may still be pres- 
ent to a considerable degree. This sensitivity re- 
veals itself in the emotional reactions of the pa- 
tient during the immediate preoperative period, 
as in bringing her to the operating room, and 
just before anesthesia is begun. This sensitivity 
is more particularly apparent in the reactions 
produced by trauma and all other factors which 
are unavoidably associated with operation. The 
preoperative manifestations of tachycardia, nerv- 
ousness, flushing, tremor, throbbing, perspiration, 
are secondary to the emotional factor of anxiety. 
Similarly the operative reactions of increased 
tachycardia, increased blood pressure and pulse- 
pressure, marked leukocytosis with a striking 
mononucleosis, increased blood sugar and a rise 
of body temperature are secondary to trauma 
and other injurious factors inherent in every ma- 
jor operation. 

In studying these reactions critically, it became 
apparent that they resembled in every way the 
manifestations produced by the injection of small 
amounts of adrenalin in patients with hyper- 
thyroidism. I had become thoroughly familiar 
with these reactions after many years of experi- 
ence with the administration of adrenalin to 
many hundreds of patients suffering from goiter. 
It appeared furthermore that those patients who 
were particularly sensitive to adrenalin, as de- 
termined by my adrenalin test, practically always 
showed proportionately sharp preoperative and 
operative reactions. In addition there were often 
postoperative reactions entirely characteristic of 
and simulating the responses produced by the 
administration of adrenalin. Even the findings 
in crisis were merely greatly exaggerated expres- 
sion of the changes produced by adrenalin and 
operation. Accordingly throughout our studies 
of these various reactions, there appeared reason 
to believe that the responses were undoubtedly 
produced by adrenalin. We then determined to 
study more critically the factor of adrenalin in 
the causation of the operative reactions and the 
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postoperative hyperthyroidism and even crisis 
in the hope that by taking this factor into account 
some of the fatalities due to crisis might be 
avoided. 


























Many years of experience with the epinephrine 
hypersensitiveness test showed that certain char- 
acteristic reactions are produced when epineph- 
rine or i 


























adrenalin is 





administered to clinical 
subjects with hyperthyroidism. Thus it was 
found (Goetsch?) that when a dose of 0.5 cc. of 


























1:1000 solution of epinephrine is injected sub- 
cutaneously into the patient with hyperthyroid- 
ism, the following signs and symptoms are pro- 
duced. 





























There occurs an early and at times a 











sharp rise of systolic blood pressure and an in- 
crease in the pulse rate of ten to fifty or more 
points. 














Concomitantly, a moderate fall of the 














diastolic pressure takes place. As a result the 
pulse, which is indicative of the work of the 


heart, is greatly increased. 

















The respirations be- 
come deeper and are often moderately acceler- 
ated. 














Simultaneously there occurs an exaggera- 
tion of the clinical picture of hyperthyroidism, 
especially of the nervous manifestations. Thus 
we see increased tremor, apprehension, precord- 





























ial and peripheral throbbing, asthenia and in fact 








practically all the symptoms of which the patient 








may previously have complained. Vasomotor 








responses are also characteristically found after 
Thus the initial 
vaso-constriction with pallor and coldness of the 








the injection of adrenalin. 








hands and feet is followed by vasodilation with 





flushing and sweating. There is also a rise in 








body temperature and slight diuresis may occur. 








At the end of an hour to an hour and a half 








the clinical status of the patient returns to nor- 
mal. 








Further studies conducted several years 





ago and presented in a paper before the Amer- 
ican Association for the Study of Goiter in May, 








1933 (Goetsch and Ritzmann*), showed that a 





striking leukocytosis occurs promptly after the 





subcutaneous injection of adrenalin into a patient 
with hyperthyroidism. 





The leukocytes may in- 
crease from the normal cqunt to 30,000 or even 
35,000 per cubic millimeter of blood. The dif- 
ferential count indicated that this leukocytosis 
was due to a striking mononucleosis in which 


























there were both relative and absolute increases 
in the mononuclear cells. Simultaneously there 











occurred a striking diminution in the percentage 
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of polymorphonuclear cells. At the end of one 
to two hours, the white cell count had returned 
approximately to the preinjection level. Incident. 
ally an increase in the blood sugar and the body 
temperature occurred. 


Bearing in mind the responses to adrenalin, 
previously described, we tried as far as possible 
to detect similar responses in the patient under- 
going operation and to our great satisfaction we 
found that the responses to operation and to 
adrenalin were remarkably similar (Goetsch and 
Ritzmann‘). We found this to be true in our 
studies during the past few vears on the reac- 
tions produced by operation on several hundred 
instances of goiter of varying types and of vary- 
ing degrees of toxicity. 

Similar observations were made on the patient 
with hyperthyroidism on coming to the operat- 
ing room, immediately before anesthesia and dur- 
ing the operative procedure. There was found 
a striking similarity in the responses to adrenalin 
and in the responses to operation. The differ- 
and not of 
character and the parallelism was so definite that 
the charts plotted subsequently are hardly dis- 
tinguishable as to which represents the epi- 
nephrine response and which the operative chart. 
In comparing the responses produced by the ad- 
ministration of 0.5 c.c. of epinephrine to a patient 
with toxic exophthalmic goiter with those evoked 
by a subsequent thyroidectomy, one is struck by 
the similarity between them. The differences 
are not of character but of degree, the operative 
reactions being more pronounced. 


ences were those only of degree 


[ have no 
doubt that the responses to epinephrine could 
have been made to equal the operative ones by 
increasing the dose of the drug. So striking is 
the parallelism between the epinephrine and the 
operative reactions that it has seemed warranted 
to believe that the characteristic clinical reactions 
which are produced by thyroidectomy for hyper- 
thyroidism are caused by hypersecretion of epi- 
nephrine resulting from stimulation of the supra- 
renal glands. This hyperactivity of the supra- 
renals is produced by the disturbing effect of 
emotion, apprehension, manipulation, anesthesia, 
trauma, subconscious pain and all the other fac- 
tors that comprise a major surgical procedure 
upon the sensitive hyperthyroid patient. The ex- 
cessive amount of epinephrine thus developed in 
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turn reacts upon a sympathetic nervous system 
rendered hypersensitive by the existing hyper- 
thyroidism. 

We have found furthermore that the post- 
operative hyperthyroidism is proportional to the 
degree of operative reactions, which in turn have 
been shown to be related to the epinephrine sen- 
sitivity. In other words, an early sharp increase 
of pulse, blood pressure, pulse pressure and pos- 
sibly respirations, and a tendency of all of these 
to rise progressively or to be sustained for any 
considerable time, should warn the surgeon of 
the unusual sensitivity of the patient and of a 
probable sharp postoperative reaction. Thus the 
desirability of making the operation as brief as 
possible by adopting a limited stage procedure 
is readily apparent. 

By a proper evaluation of the operative reac- 
tion we have a rather new and helpful criterion 
of the operability of a given patient and a warn- 
ing as to the extent of operation which may be 


safely borne by the patient. We are thus helped 


in deciding the annoying problem so frequently 


confronting the surgeon as to whether a limited 
operation or the complete bilateral resection had 
If by the time the first lobe has 
been removed there is no tendency for the pulse 


best be done. 


and blood pressure to fall, or particularly when 
these tend to rise, hemithyroidectomy had best 
be done. In this manner I believe many cases 
of severe postoperative hyperthyroidism and oc- 
casional fatal crisis could be avoided. It may 
be said furthermore that the behavior of the 
blood pressure in the form of an increase, which 
is a characteristic adrenalin response, has come 
to mean more to us than the behavior of the 
pulse. 

Crisis is an exceedingly fulminating and acute 
exacerbation of all the manifestations of the pre- 
ceding hyperthyroidism. Thus if one imagines a 
great exaggeration in the responses seen follow- 
ing the administration of adrenalin or during 
thyroidectomy for acute hyperthyroidism, then 
one appreciates the characteristics of crisis. All 
of the reactions of crisis are of the nature of the 
responses to adrenalin in the presence of hyper- 
thyroidism. Crisis itself seems to be a danger- 
ous critical and occasionally fatal clinical storm 
produced at least in large part by the interaction 
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of the increased adrenal secretion and the sym- 
pathetic nervous system which has been rendered 
hypersensitive by the excessive secretion of 
thyroxin. 

If, as I have indicated, the postoperative hy- 
perthyroidism is a picture of exaggerated opera- 
tive reactions and is so frequently proportional 
to them, the surgeon by a proper estimate of the 
reaction of the patient to the operative procedure 
is given an additional helpful criterion of oper- 
ability. He is guided in estimating the extent and 
duration of the operation which may be safely 
borne by the patient and may be induced to be 
satisfied with a stage procedure in instances 
where an extensive resection operation might be 
exceedingly dangerous. Furthermore in case of a 
sharp operative reaction he is warned to begin 
early and adequate postoperative treatment. One 
should appreciate too that crisis, when it occurs, 
virtually begins at the time of operation even 
though immediately after operation there may be 
a lull for a period of twelve to eighteen hours, 
following which the storm usually begins. Just 
how crisis is initiated, it is difficult to say, but it 
seems warranted to believe that it is the final 
summation of a series of reactions brought forth 
by the operation and involving the thyroid and 
adrenal glands and the sympathetic nervous sys- 
tem. 

The toxic action of the hyperplastic thyroid 
gland is reasonably controlled by the administra- 
tion of iodine before operation. The factor of 
adrenal activity occurring before, during and 
after operation remains to be explained, eval- 
uated and controlled in order to avoid postopera- 
tive crisis. The deleterious factor of adrenalin 
can however be favorably influenced by eliminat- 
ing as far as possible all those noxious factors of 
fear, trauma and operative shock which we now 
know from our experimental studies are capable 
of producing harmful reactions in the sensitive 
hyperthyroid patient. Similar reactions may be 
produced by the administration of adrenalin. 
Surgeons are forever indebted to Crile’ for em- 
phasizing the harmful clinical effects of these 
factors mentioned and for his technical methods 
of minimizing them. His technic of anoci-asso- 
ciation is familiar to all of you. We need a more 
definite and specific method or agent, chemical 
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or otherwise, to eliminate the adrenal activity, 
as we now have to eliminate to a large extent the 
thyroid toxemia, in order to render thyroidec- 
tomy safe from postoperative crisis. It would 
seem logical that the problem of avoiding crisis 
lies in the realm of the physiologist and phar- 
macologist as well as the surgeon. The foregoing 
analysis would indicate that it is the dangerous 
element of adrenal activity which is of prime im- 
portance and must be controlled to eliminate 
postoperative crisis. When the etiology of ex- 
ophthalmic goiter is better understood, this will 
undoubtedly be possible. 
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A critical 


PULMONARY FAT EMBOLISM* 


A Pathological Consideration 


KANO IKEDA, M.D. 
Saint Paul 


— a post-mortem diagnosis of pulmonary 

fat embolism was first made in man by 
Zenker,” in 1862, the rdle of this condition in 
cardio-pulmonary complications following trauma 
has been emphasized by a number of observers. 
Though difficult to treat the subject independently 
of fat embolism in general, pulmonary fat em- 
bolism, when sufficiently extensive, may develop 
into a distinct clinico-pathologic syndrome which 
should be recognized as an entity, worthy of the 
attention of the clinician as well as the pathol- 
ogist. 

Significant as pulmonary fat embolism may 
sometimes appear to be at necropsy and while 
admitting the important and perhaps the decisive 
part it may, at times, play in a fatal outcome, the 
condition is generally considered as a contribu- 
tory and seldom the primary cause of death. As 
early as 1863, von Bergman’ considered pul- 
monary fat embolism as a serious complication 
which might cause death through cardiac paral- 
ysis and pulmonary edema, but not as an inde- 
pendent pathologic condition. Scriba’® (1880) was 
also led to believe that “pure fat embolism is 
only rarely fatal and that pulmonary fat em- 
bolism in man can never be so extensive as alone 


*From the Pathological Laboratory of the Charles T. Miller 
Hospital, Inc., Saint Paul, and the Department of Pathology, 
University of Minnesota, Minneapolis. 
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to cause death.” Domanig* (1932), too, came 
to conclude that “the significance of fat emboli 
of the lung as a cause of death has undoubtedly 
been overestimated, and that in many cases the 
fat emboli are a contributory but not the essen- 
tial cause of death.” Killian? (1931) observed 
that a number of pathologists were rather skep- 
tical about the diagnosis of pulmonary fat em- 
bolism as a cause of death. 

Indeed, in recent vears, the diagnosis of pul- 
monary fat embolism has been made very rarely 
in routine necropsy or in clinical diagnosis. Its 
presence is usually ignored at necropsy and its 
causal relation to certain cardio-pulmonary com- 
plications is seldom emphasized, except in ob- 
vious cases. This, at least, is apparently the ex- 
perience of the average American pathologist. 
For example, in a series of 14,713 post mortem 
examinations over a period of twelve years end- 
ing in 1931, a diagnosis of pulmonary fat em- 
bolism was rendered only in eighteen instances. 
In four of these twelve years, with an annual 
series of from 649 to 1,353 necropsies, not a 
single case was recorded. 

Despite such a record as this which prompted 
Wright” (1932) to observe that “charges may 
be made that American clinicians, and pathol- 
ogists in general, give too little attention to so 
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important a condition” (fat embolism in general), 
the role of pulmonary fat embolism as a com- 
plication and a possible factor in death has not 
been altogether forgotten and several American 
investigators have contributed important clinical 
and experimental studies on this subject in re- 
cent years. 


Incidence 


The general incidence of pulmonary fat em- 
bolism in man has been estimated through dem- 
onstration of fat emboli in the capillaries of 
the lungs in given series of routine necropsies. 
Thus, fat emboli have been found in the lungs in 
a surprisingly ercentage of the bodies ex- 
amined, irres). e of the type of death. A 
large group r. resenting fully 75 per cent of 
these cases of fat embolism, however, showed no 
corresponding clinical or anatomic evidence of 
any pulmonary disease and thus may be desig- 
nated as the non-clinical or sub-clinical type of 
pulmonary fat embolism. It may be here stated 
that there is rarely a case of systemic fat em- 
bolism without involvement of the pulmonary 
capillaries. Killian’ found only one case out of 
112 cases of fat embolism in which the lungs 
were not involved. 


Meeh** (1892) collected eleven instances of 
fatal pulmonary fat embolism in 113 cases of 
fracture or an incidence of 9 per cent. More re- 
cently, Lehman and McNattin® (1928) found 
three fatal cases (6 per cent) in fifty unselected 
deaths; Vance'® (1931) recognized fourteen 
severe (11) and fatal (3) cases (8.5 per cent) 
out of 164 traumatic deaths and twelve severe 
(9) and fatal (3) cases (20 per cent) in fifty- 
nine deaths resulting from the fracture of the 
lower extremities; and Wright? (1932) showed 
three cases (3 per cent) of high grade (4 plus) 
pulmonary fat embolism in 100 consecutive 
necropsies. According to these figures, from 3 to 
20 per cent (depending upon the kind of ma- 
terial studied) of these series showed pulmonary 
fat embolism which was considered either severe 
or fatal by the investigators. This group of cases, 
representing probably not more than 25 per cent 
of the general incidence, is here designated as 
the clinical type of pulmonary fat embolism 
which, according to Killian,” has been steadily 
on the increase in Germany during recent years. 
The present study will be limited to this group 
of pulmonary fat embolism. 
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PULMONARY FAT EMBOLISM—IKEDA 


Etiology 


It is not the intent of this paper to discuss in 
detail various etiological possibilities of pul- 
monary fat embolism (and systemic fat em- 
bolism). Fat embolism may be induced, endogen- 
ously, through injuries to the adipose tissue by: 
(1) trauma to the bony system through fracture, 
jarring of the skeleton, or orthopedic operation 
and manipulation; (2) trauma to the subcutane- 
ous, intramuscular and other fats through incision 
(surgery), contusion, infection and the like; 
and (3) trauma to fatty visceral organs such as 
fatty liver. It may be brought about, exogen- 
ously, following injection or application of vari- 
ous medical oils, as, for example, lipiodol injec- 
tion into the uterus, the application of vaseline 
or other oily dressing to exposed areas as burns 
and the use of a lubricant in dilating the urethra. 
Then, there is a series of presumptive causes in 
which certain physical-chemical reaction in the 
body appears to be responsible for the liberation 
of fat: chemical poisons such as mercuric chlo- 
ride, phenol, phosphorus, chloroform, carbon- 
monoxide, etc.; toxemia from suppuration, tissue 
destruction (burns); metabolic and chronic dis- 
eases including lipemia, notably diabetes, chronic 
nephritis, tuberculosis, etc. Finally, there are the 
theoretical assumptions and experimental data 
which favor de-emulsion of fat in the plasma 
due to obscure chemical changes and specifically 
during ether anesthesia.* 1° 1* However, the role 
of physical injuries as a cause of fat embolism 
can not be overemphasized. It would be safe to 
postulate that pulmonary fat embolism of severe 
grade probably never occurs without some form 
of trauma. 

The mechanism of the embolic process in 
traumatic cases appears simple. The open veins 
tend to “suck” in the freed fat globules. This is 
aided by the common practice at operation of 
ligating only the peripheral or bleeding ends 
of the severed veins but leaving untied the cen- 
tral or unbleeding ends. To this may be added 
the increased pressure in the involved area from 
hemorrhage, exudation, etc., which tends to force 
the liquid fat into the open veins. 

There are certain contributing factors which 
may alter the pathologic processes in pulmonary 
fat embolism. The more important of these fac- 
tors may be briefly discussed. 

1. The amount of fat which may become em- 
bolized in the pulmonary circulation at one time 
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PULMONARY FAT EMBOLISM—IKEDA 


may vary considerably, depending upon the abil- 
ity of the terminal capillaries to dilate or remain 
patent, and upon the force of the heart to over- 
come the intravascular obstruction. A larger 
amount of fat may pass through the pulmonary 
circulation without becoming embolized, if con- 
ditions are favorable. 

2. Considerably larger quantities are endured 
if introduced in small divided amounts. Con- 
tinuous streams of fat discharged into the cir- 
culation are likely to cause more acute and pro- 
found symptoms. 

3. The extent of involvement depends first 
upon the amount of fat actually present in the 
pulmonary vessels. This is modified by the pre- 
existing vascular or parenchymal disease of the 
lung, by myocardial deficiency or by the viscosity 
of the blood. It may be recalled here that the 
pulmonary signs obtained following the experi- 
mental intravenous injection of oils in animals 
were interpreted by Magendie,"* who made the 
first experimental observation of this kind (1821- 
1836), to be due to increased viscosity of the 
blood rather than to fat embolism, which he failed 
Gauss® observed that 10 
per cent of olive oil added to the blood caused 
an increase in its viscosity by about three times, 
from which he concluded that the viscosity of 
the blood should play a rdéle in the formation of 
fat emboli. 


to recognize as such. 


4. The presence of infection at the site of 
trauma may bring about the transfer of micro- 
organisms to the lung in fat globules and thus 
facilitate “the development of pneumonia or em- 
bolic abscess. Or, pathogenic bacteria may gain 
access directly through the upper respiratory 
tract and find fertile field in the involved areas 
of the lung. 

5. The age is an important factor, not only 
because of the increasing preponderance of fluid 
fat (olein) in the adipose tissue with advancing 
years but also because of the increasing incidence 
of cardio-vascular diseases and chronic fibrosing 
pulmonary lesions among the older individuals. 

6. The most important factors concerned ap- 
pear to be the presence of a preexisting pul- 
monary or cardiac lesion which tends to cause 
added burden on the cardiac reserve and bring 
about myocardial failure. 

Any one or more of these factors may alter 
the clinical course and the pathologic picture of 
pulmonary fat embolism. 
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Symptoms 

The clinical signs and symptoms of pulmonary 
fat embolism usually develop shortly following 
the trauma and are due primarily to the obstruc- 
tion of the pulmonary circulation by the emboli, 
The signs of resulting congestion and edema are 
soon evident. Dyspnea and cyanosis of varying 
intensity are present and irritating cough may 
persist, accompanied by expectoration of foamy 
pulmonary secretion may become copious. 
mucoid material, often streaked with blood. The 
Globules of fat may be easily demonstrated in 
the sputum. A general appearance of shock 
with a lowered arterial pressure will soon pre- 
vail. The temperature is often subnormal. The 
pulse becomes rapid, thready and irregular and 
the cardiac tones weak and muffled. 
may come in spells. 


Vomiting 
Mental agitation, headache, 
stupor and unconsciousness may successively 
supervene, due to cerebral anoxemia. This is the 
usual picture of surgical shock following a major 
operation or injury. Bissel? (1917) 
called attention to the possibility that pulmonary 
fat embolism might frequently be confused with 
postoperative surgical shock as a cause of death. 
He reported several clinical cases with necropsy 
findings and demonstrated experimentally in dogs 
a sudden drop in arterial blood pressure with 
resulting death, following the intravenous injec- 
tion of olive oil. Wiggers?® (1917) and Sim- 
monds** (1918) also showed a close association 
of lowered blood pressure and shock from ex- 
perimentally induced pulmonary fat embolism. 

Areas of impaired resonance are soon elicited 
and showers and bubbles of coarse, moist rales 
are heard throughout the lungs. There may be a 
demonstrable increase in cardiac dullness to the 
right. 

The demonstration of fat droplets in the 
sputum and urine was considered to be of im- 
portant diagnostic aid by earlier observers. The 
mere presence of fat drops in the sputum cannot 
be taken as a sign of pulmonary fat embolism. 

Often the pulmonary signs may not become 
evident until after an interval of several days. 
This is partly accounted for by the fact that 
during the initial hours the pulmonary capillaries 
are well able to accommodate the accumulating 
load of emboli without embarrassing the pulmo- 
nary function, and the heart is easily capable of 
forcing the fat globules into the systemic circu- 
lation. 
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PULMONARY FAT EMBOLISM—IKEDA 


Acute pulmonary symptoms may subside sud- 
denly or may disappear slowly, depending upon 
the condition of the heart and the amount of the 
embolized fat. 

Complications may develop as a result of sec- 
ondary infection or of cardiac failure. Secondary 
pneumonia is a common complication in which 
death may be the final outcome. 

Death attributable directly to acute fat embo- 
lism of the lungs may occur on rare occasions. 
This is brought about through the rapid intro- 
duction of fat into the blood stream in amounts 
sufficiently large enough to cause an acute ob- 
struction of the pulmonary circulation. Death 
results from acute pulmonary edema, asphyxia, 
anoxemia or right heart failure and occurs within 
a few minutes to a few hours. As a rule, how- 
ever, death comes after an interval of several 
days from rapidly developing cardiopulmonary 
complications or from a coexisting primary dis- 
ease or injury in which pulmonary fat embolism 
plays a contributory role. 


Pathology 


The literature on fat embolism fails to ade- 
quately describe the pathological lesions of the 
lungs in their progressive sequence. 

Warthin’® observed, grossly, edema, conges- 
tion, hemorrhagic infarction and acute emphy- 
sema of the lung. Oijl droplets were demon- 
strated in the bloody fluid. Microscopically, fat 
emboli were demonstrated, evenly distributed 
throughout the lung, and the capillaries dilated to 
two to six times their normal diameter. The fat 
drops became confluent in branching cylinders. 
In the larger arterioles, the fat droplets formed 
in spherical masses. Blood platelet and fibrin 
emboli and bronchopneumonia constituted the 
late secondary changes. 

He also observed numerous emboli of what 
he considered as bone-marrow cells. He noted 
the presence of many fat-laden phagocytes in the 
alveoli, the finding of which in the sputum he 
regarded as pathognomonic of pulmonary fat 
embolism. Grondahl® stated that, in some cases, 
the hemorrhage was so large that the lung as a 
whole appeared penetrated by bloody infarcts. 
Microscopically, he noted a uniform distribution 
of fatty emboli which were less numerous in 
the areas of congestion, edema and of pneu- 
monia. He saw only rarely, large infarcts, the 
rupture of the pulmonary vessels, or the passage 
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of the fat into the alveoli. Vance" observed 
the lung voluminous and cyanotic. Microscopic- 
ally, bronchopneumonia and fibrin thromboses 
were present. He also reported the presence in 
the alveoli of large spherical cells containing fat 
globules. Miloslavich™* raised a question, in re- 
porting a case, as to whether there might be a 
connection between fat embolism of the lung 
and pulmonary thrombosis, found simultaneously 
throughout the lungs, following a fatal fracture, 
death occurring in twenty hours. It is of interest 
to recall, in this connection, the statement made 
by Rosenthal’® and others that pulmonary em- 
bolism is most frequent in obese individuals. 

This observation raises the question as to 
whether the insignificant primary fat emboli such 
as are easily obtainable in obese subjects may not 
be the basis of more serious pulmonary emboli. 
This assumption has been denied by Killian? and 
others who failed to obtain statistical collabora- 
tion on such a possibility. Makai’? suggested 
that bronchopneumonia, frequently observed in 
elderly people after fracture m‘ght possibly have 
relation to fat emboli in the lungs. 


Pathologic Classification of Pulmonary 
Fat Embolism 


In the light of our present knowledge, pulmo- 
nary fat embolism may be considered pathologic- 
ally under the following heading: 


Pulmonary Fat Embolism 


A. Non-Clinical (Sub-Clinical) Type 
About 75 per cent of the incidence (estimated) 
Of academic interest only 


B. Clinical Type (25 per cent of the general incidence, 
estimated ) 


I. Immediate (Early) Phase 
a. Sudden Death 
b. Recovery 
c. Merge into the Delayed Phase 


II. Delayed Phase (Complication) 
a. Non-Suppurative Type 
1. Localized 
2. Diffuse (Lobar or Hemorrhagic) 
b. Suppurative Type 
1. Lobar (Hemorrhagic) 
2. Bronchopneumonic 
3. Embolic Abscess 


III. Remote Phase (Complication) 
a. Chronic Interstitial Pneumonia 
b. Chronic Embolic Abscess 
c. Pulmonary Thrombosis 
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PULMONARY FAT 


Three pathologic phases of pulmonary fat em- 
bolism of the clinical type may be recognized: the 
early or immediate phase, the delayed phase and 
the remote phase. The clinical picture in the 
early phase is characterized by a sudden onset, 
acute symptoms and a comparatively short course 
either in fatal or recovered cases. In the de- 
layed, the onset may or may not be sudden, the 
symptoms progressive and the course more or 
less prolonged. This phase often follows the 
early phase or may develop after an interval of 
a few days or weeks. Outcome may be favor- 
able or death may take place from various com- 
plications. These two phases correspond, in the 
main, to the two clinical varieties—one of violent 
onset and severe clinical picture and the other 
of slower development and more prolonged 
course—as distinguished by Grondahl*® and 
Vance.** The third phase constitutes remote re- 
sults or complications which are occasionally 
met with but seldom recognized as such, either 
clinically or at necropsy. 





The Immediate Phase 


In moderate quantities, especially when re- 
leased in streams, continuous or at short inter- 
vals, the immediate effect of fat embolism upon 
the lung is manifested clinically by cyanosis, 
dyspnea and the physical signs of congestion 
and edema, usually with liberal amounts of mu- 
coid expectoration. Grossly the lung is moder- 
ately heavy and edematous and shows areas of 
hemorrhage. It may show a lobar distribution 
or may be confined to localized areas. 

Microscopically, the alveolar septa are wid- 
ened, the capillaries engorged and many of them 
filled with a short column of fat, often in a 
branching form. The alveolar spaces may be 
zollapsed or filled with edematous fluid and ex- 
travasated blood mixed with droplets of fat. A 
few of the larger branches of the pulmonary 
artery may show plugs of spherical fat drops. 
Much of the fat is soon carried over into the 
venous side and into the left heart either to be 
disposed of through the excretory organs or 
carried to other vital organs, notably the brain. 
The remaining fat soon escapes into the alveolar 
spaces by diapedesis, to be expectorated in 
sputum. The edema and congestion are gradually 
relieved and the clinical signs of improvement 
are soon evident or the condition may merge into 
the delayed phase. 
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In massive or larger quantities, the vascular 
obstruction in the lung by the oncoming fat may 
be so sudden and so complete that the immediate 
relief is usually impossible and death may result 
early through asphyxia or through the failure of 
the right heart against the great increase in the 
intrapulmonary arterial pressure. Pathologically, 
fat emboli are not only demonstrated, evenly 
distributed in many of the alveolar capillaries but 
in many of the larger vessels. The appearance 
of the secondary changes in the lungs due to 
the sudden massive embolism of the entire pul- 
monary circulation depends upon the length of 
time which elapses between the onset and death. 
Preexisting cardiac and pulmonary lesions usual- 
ly play an important role in such death. Except 
for the multiple fat emboli, the lung may appear 
essentially normal. 


The Delayed Phase 


A Non-Suppurative Type.—Continued reten- 
sion of the embolized fat in large quantities in 
the pulmonary circulation results in a series of 
changes which are partly accounted for by vas- 
cular blockade and partly due to the proliferative 
tissue reaction to the relatively inert free fat, 
acting as a foreign body. 

During the earlier stage, all that may happen 
is a congestion and edema on the basis of vas- 
cular stasis. This is soon followed by hemor- 
rhages which usually occur in patches imme- 
diately about the embolized capillaries. The lung 
is lumpy and shows alternating areas of poor 
crepitation and emphysema. Microscopically, 
there are numerous areas of edema and extrava- 
sation in which are demonstrated fatty emboli 
of the capillaries and secondary vessels. The 
surrounding parenchyma shows patches of ate- 
lectasis and emphysema. Occasionally, conges- 
tion, edema and hemorrhage may rapidly assume 
the proportion in which one or more lobes may 
become involved, presenting an appearance of a 
massive infarction or a hemorrhagic pneumonia. 
Grossly, the lung is heavy and voluminous. The 
pleura is stretched, shiny and dark, bluish red in 
color. It is airless and rubbery in consistence. 
The cut surface is uniformly dark red. Blood 
escapes freely and is mixed with many droplets 
of fat, a finding which, under proper technic, 
may be considered diagnostic of this condition 
(Warthin, Bissel). Microscopically, there is a 
massive hemorrhage and edema _ diffusely 
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throughout the involved areas with infiltration, 
here and there, of macrophages in small num- 
bers. Many of these macrophages ingest fat 
globules while others engulf free fat masses in 
the alveoli and tissue spaces. A local prolifera- 
tion of fibroblasts invariably accompanies the 
phagocytosis. There is an attempt to organize 
the emboli which become enmeshed in fibrin and 
stimulate infiltration of mononuclear cells, mac- 
rophages and proliferation of fibroblasts in the 
immediate neighborhood. 


Case 1—W. C., male, aged seventeen, in the after- 
noon of July 23, sustained a fracture of the right 
femur and claviclé, a compound fracture of the right 
tibia and fracture of the skull. He regained conscious- 
ness soon after the accident but became stuporous 
twenty-four hours afterward and remained until death. 
He was paralyzed in the left arm; died, July 27, three 
and a half days after the accident. The cause of death 
was fracture of the skull. 

At necropsy, the right lung weighed 975 grams and 
the left 850 grams. They were voluminous and showed 
areas of sub-pleural petechial hemorrhage. Crepitation 
was reduced. The cut surfaces gave a mottled, hemor- 
rhagic appearance with excess blood and fluid. There 
was no definite consolidation and no pus (Fig. 1, A). 
Microscopically, sections of the lungs showed large 
areas of diffuse edema and hemorrhage in which was 
seen the network of alveolar capillaries. In some areas, 
blood was massive and solidly packed and occasionally 
hemolyzed. Only rarely were there macrophages and 
leukocytes wandering in the alveolar spaces and septa. 
The presence of fat was readily demonstrated in the 
alveolar capillaries as solid columns, often branching, 
and in the alveolar spaces as droplets of various size. 
Larger branches of the pulmonary artery also con- 
tained conglomerate drops of fat which appeared ad- 
herent to the intimal surface (Fig. 2). Much of the 
fat was free in the alveolar spaces. 


B. Suppurative Type.—In a majority of cases, 
sooner or later microOrganisms gain entrance 
into the involved areas either directly from the 
upper respiratory passage or from the infected 
primary wound through the blood stream. This 
results in the development of pneumonia. Such 
pneumonia may be considered in two groups, de- 
pending upon the amount of embolized fat or the 
extent and degree of the primary congestion, 
edema and hemorrhage, upon the number and 
virulence of the invading bacteria and upon the 
local tissue reaction against the foreign agents. 
The first group may be designated as the lobar 
or hemorrhagic type, and the second the broncho- 
pneumonic type. 
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In the hemorrhagic type, the dominant feature 
is a massive edema and hemorrhage of a lobar 
distribution which is heavy, voluminous, airless 
and dark red in color, indistinguishable from the 








Fig. 1 A. The lung in Case 1, after fixation, showing dif- 
coe edema and congestion and a stretched shiny pleural sur- 
ace. 

B. The lung in Case 2, after fixation, showing diffuse con- 


gestion, hemorrhagic consolidation and a_ stretched, shiny, 
cyanotic pleural surface. 
lungs of acute hemorrhagic pneumonia. The 


gross appearance of the lung may not be differ- 
entiated from that found in the non-suppura- 
tive diffuse hemorrhagic type of pulmonary fat 
embolism already described. Microscopically, 
the alveolar capillaries are engorged and the 
alveoli filled with freshly extravasated blood. A 
few macrophages and many polymorphonuclear 
leukocytes are scattered about within the sero- 
sanguinous fluid. The septal stroma and peri- 
bronchial and perivascular tissues are congested, 
edematous and show areas of massive leukocytic 
infiltration. Fat droplets are readily demon- 
strated not only in the loops of the alveolar cap- 
illaries but within the alveolar spaces either as 
free fat droplets or phagocytized wjthin macro- 
phages which are often conspicuous by their 
presence. Larger branches of the pulmonary 
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artery may show several masses of embolized fat 
in the lumen. Active proliferation of fibroblasts 
in the perivascular areas and in the alveolar 
septa, here and there, may be demonstrated, but 
not in a conspicuous degree. 


lung which otherwise shows a diffuse edem: and 
congestion and somewhat of a rubber-like con- 
sistence. A large amount of bloody, frothy fluid 
escapes freely, in which may be mixed a few 
droplets of pus. The gross appearance is that 
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Fig. 2. A section from the lung in Case 1, showing 
fat emboli in larger vessels and a few fat globules 
scattered over the field. Note edema and congestion 
with areas of emphysema. 


Case 2—C. P., male, aged twenty-eight, on June 5, 
at 8:30 p. m., sustained a compound fracture of the 
left leg. He became unconscious and developed con- 
vulsion and fever the next afternoon. The left arm 
became paralyzed. Death occurred at noon, June 10, 
five days after the accident. 

At autopsy, the right lung was 1,095 grams in weight 
and the left 1,220 grams in weight. The pleural sur- 
faces were stretched, glistening and cyanotic. Crepita- 
tion was absent. The cut surfaces were diffusely 
hemorrhagic and edematous. A few small droplets of 
pus, mixed in copious amounts of bloody fluid, were 
obtained (Fig. 1, B). 

Microscopically, there were areas of massive edema 
and hemorrhage, with blood often undergoing hemol- 
ysis. The capillary loops were fairly well preserved 
but the spaces appeared distended, in most instances. 
There were large foci of massive collection of pus 
cells which obliterated the alveolar markings. There 
were also extensive peribroncheolar and perivascular 
infiltration of pus cells. Macrophages were more 
numerous and proliferation of fibroblasts more notice- 
able than in Case 1. The amount and the extent of the 
distribution of the fat appeared essentially identical as 
in Case 1. The only notable difference between the 
two appeared to lie in the absence in one, and the 
presence in the other, of purulent inflammation (Fig. 3). 


In the bronchopneumonic type, there are small 
areas of grayish consolidation scattered in the 
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Fig. 3. A section from the lung in Case 2, showing diffuse 
edema, areas of extravasation and few neutrophils scattered 
over the field and a collection of pus cells along a large artery. 
Note large fat drops and smaller globules in the field. 


of a typical hypostatic bronchopneumonia. Mi- 
croscopically, free fat droplets are scattered over 
the field, in the alveoli and in the septa. Capil- 
lary segments, filled with the embolized fat, are 
also recognized. Areas of massive infiltration of 
pus cells are noted throughout, peribronchially 
and within alveolar spaces. Only the history of 
trauma (fracture) and the demonstration of fat 
globules in the pulmonary capillaries enable one 
to distinguish this type of pneumonia from other 
types of bronchopneumonia. 


Case 3.—H. T., female, aged sixty-five, was in auto- 
mobile accident July 22, sustaining multiple rib fracture 
and possibly cerebral hemorrhage. She died July 28 
from bronchopneumonia. The necropsy showed a heavy 
pair of lungs, not weighed, with irregular crepitation 
and areas of grayish consolidation from which pus was 
expressed. Diagnoses: Broncho-pneumonia, cerebral 
hemorrhage and multiple rib fracture. 


Case 4.—A. S., male, aged forty, was in an automo- 
bile accident, July 23, sustaining fracture of the ribs 
and humerus. Two days later, he was transported for 
a distance of 75 miles in an automobile. He soon de- 
veloped a high fever and signs of bronchopneumonia 
and died, July 26. At necropsy, the right lung weighed 
900 and the left 800 grams. They presented a typical 
appearance of broncho-pneumonia. 
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Microscopically, the lungs from both Cases 3 and 4 
showed an essentially identical picture. There were 
wide areas of diffuse edema and congestion and patches 


of bronchopneumonia. Fat droplets were scattered over 
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found within a bed of frank pneumonia. Essen- 
tially, these nodules represent a foreign body 
reaction around residual fat globules, which 
stimulates the production of non-suppurative, in- 





Fig. 4. A section from the lung in Case 4, showing diffuse Fig. 5. 
edema and slight congestion throughout the field; collection of 
pus cells in a bronchiole and a few of them scattered about the 


and many others scattered all through the section. 


the field and in the alveolar capillaries and larger 
vessels (Fig. 4). 


Remote Phase 


Occasionally, minute areas of nodular con- 
solidation may be encountered throughout the 
lungs in cases where death occurs weeks or 
months after the onset of the illness. These 
nodules may represent a small localized pneu- 
monitis which is interpreted to be a remote 
result of disseminated pulmonary fat embolism in 
which minute globules of unabsorbed fat form 
local centers for proliferative foreign body reac- 
tion. The lung may appear normal grossly or 
may show patches of terminal bronchopneu- 
monia. As a terminal event, there may be a 
thrombosis of the secondary branches of the 
pulmonary artery with resulting areas of infarct 
or a massive occlusion of the main pulmonary 
trunks. Microscopically, the small nodule con- 
sists of a clump of macrophages, a few leu- 
kocytes and fibroblasts and usually one or two 
foreign body giant cells, in the center of which 
may be recognized a nucleus of a fat globule or 
two. The nodule is usually surrounded by a 
zone of collapsed alveoli. These areas may be 
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A section from the lung in Case 5, illus- 
trating an organizing embolus in a small vessel and 
a few small droplets scattered in the alveolar capil- 
field. Large and small fat globules in the lumen of a larger vessel laries. Areas of interstitial proliferation and em- 


physema. Death one and one-half months after the 
accident. 
terstitial, proliferative pneumonitis and persists 
They have no clinical 
bearing on the case as such. 


for weeks or months. 


Case 5—M. O., female, aged eighty-nine, sustained 
a fracture of the right femur, July 3. Blood pressure 
was 100/50-90/52. Usual treatment was given, but the 
patient died August 17 or one and a half months after 
the accident. At necropsy, death was attributed to old 
age and cerebral softening. The right lung weighed 
380 grams and the left 360 grams. Grossly, the lungs 
were described as normal. Microscopically, however, 
the alveolar loops for the most part were stretched 
and emphysematous but there were a few small patches 
of atelectasis in which were observed areas of capillary 
engorgement and localized collections of leukocytes. 
Some of the alveolar septa were thickened and fibrous. 
A few of the bronchioles were filled with purulent ex- 
udate. Small droplets of fat were demonstrated in 
many of the loops of the capillaries and a few of the 
larger arterial branches. The fat emboli lying in the 
lumen of some of the larger vessels were apparently 
undergoing organization (Fig. 5). 


Experimental Pathology 


The histopathologic observation on experi- 
mentally induced fat embolism in the lungs of 
laboratory animals has been recorded with com- 
parative brevity by all investigators. A compre- 
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hensive review of the experimental work as well 
as the literature on fat embolism in general was 
published by Ceelen* in 1931. In 1929, Lehman 
and McNattin® rendered a fairly detailed ac- 
count of the pathology of the lungs in dogs sub- 


human and rabbit fats and other oils were essen. 
tially identical with the observations of Lehman 
and McNattin. 

The more striking features of these « <peri- 
ments were (1) the rapidity with which thie fat 





Fig. 6. A section of a larger artery from = 
rabbit receiving 1 c.c. of rabbit fat intra- lary (H. and E. 
venously, daily for three doses, 
curring immediately after the last injection. tion in and about the lumen with beginning venously 1, 1, 
Note a beginning organization of the emboli. thrombosis. Note edema and infiltration of lipiodol every day, death resulting four 


Fig. 7 A 


macrophages within the alveoli. 


jected to intravenous injections of cottonseed oil. 
Grossly, they noted an early edema and miliary 
hemorrhages ; later, fewer hemorrhages and less 
edema, patches of consolidation and of emphy- 
sema and a few definite areas of bronchpneu- 
monia. After three weeks, they noted a few 
areas of consolidation but no edema or hemor- 
rhages. Microscopically, the primary effect on 
the lung was entirely mechanical with blocking 
of capillaries and the resulting passive conges- 
tion, edema, diffuse miliary hemorrhages by di- 
apedesis or rupture. Later, within a few hours, 
there was infiltration of neutrophils and mono- 
nuclear cells. Within a few days, there was pro- 
liferation of endothelial leukocytes and _ fibro- 
blasts. The alveolar spaces became narrowed 
and the septa markedly increased in thickness. 
In the septa was a massive infiltration of endo- 
thelial cells, a few neutrophils, mononuclear cells 
and occasional fibroblasts. Small fat globules 
were observed within many of the “endothelial 
cells.” Later, there was an increase in fibrous 
tissue elements while the endothelial cells became 
diminished in number. Fat was not observed, 
as a rule, after three weeks. 

My own findings in the lungs of rabbits, fol- 
lowing the intravenous injections in varying 
amounts and at various intervals of lipiodol, 


Ot 


A section of a terminal capil- 


Fig. 7 B. A section of an arteriole (H. 


: stain) from the same and E. stain) showing an early organization 
death oc- rabbit, showing an early proliferative reac- of the embolus. 


Rabbit received _intra- 
c.c., respectively, of 


hours after the last injection. 


globules passed through the pulmonary capilla- 
ries into the general circulation; (2) the early 
attempt to organize the fatty emboli by fibrin 
deposit and proliferation of fibroblasts and mac- 
rophages; (3) early perivascular proliferation 
of fibroblasts and macrophages which invaded 
the wall of the vessel and migrated into the em- 
bolus; and (4) the formation of small localized 
proliferative nodules with minute fat residue as 
a nucleus in the lungs of animals which survived 
the active phase of pulmonary fat embolism. 
Injections, daily or on alternate days, of a 
sub-lethal dose (0.5 of fat) intravenously 
brought about the death of the animal in two 
or three days. Grossly, the lung was heavy and 
voluminous, dark purplish-red in color, either 
diffusely or in large patches, and diffusely water- 
logged. Microscopically, there was, as a rule, an 
extensive capillary fat embolism with a resulting 
diffuse congestion, edema and hemorrhage 
throughout the lung. Many of the larger arteries 
were also involved in the embolic process (Fig. 
6). This was accompanied by a perivascular 
infiltration of macrophages and neutrophils, a 
proliferation of fibroblasts with attempt to or- 
ganize the embolized fat (Fig. 7, A and B). In 
non-fatal animals, fat emboli usually disappeared 
completely from the lungs in a course of from 
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three to six weeks. In a certain number of 
animals residual pneumonic patches in the form 
of small microscopic nodules persisted for sev- 
eral weeks. Such nodules were found to con- 
sist, microscopically, of an aggregation of a few 


. 


Fig. 8 A section of the lung of a rabbit, receiving 0.5 c.c. 
of lipiodol, intravenously, at varying intervals, four times and 
killed twenty-seven days after the first injection and ten days 
after the last, showing areas of small, nodular, proliferative 
penumonitis Leet. mag Note clumps of oil ingesting 


macrophages surrounded by a zone of productive inflammation. 


macrophages, leukocytes and fibroblasts with a 
small globule of fat as a nucleus and, as a rule, 
one or two foreign body giant cells in the neigh- 
borhood. They merely represent small, local- 
ized, proliferative pneumonitis occasioned by the 
persistent presence of foreign fat (Fig. 8). 

The following interesting observation may be 
recorded. Massive pulmonary embolism was in 
duced by a single injection of lipiodol (4 cc.) 
under fluoroscopic guidance into the marginal 
vein of a rabbit’s (2.5 kgm.) ear, which rapidly 
filled the right chamber of the heart and the en- 
tire pulmonary circulation, being soon followed 
by a few moments of myocardial fibrillation and 
death. The lungs of the animals so _ killed 
merely showed massive fat embolism of the pul- 
monary vessels with little edema or hemorrhage. 
A rapid dissemination of the fat beyond the 
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pulmonary capillaries was demonstrated in such 
animals by the presence of fat emboli in other 
visceral organs. In one animal, a main trunk 
of the conorary artery was found completely oc- 
cluded by fat embolus (Fig. 9). This experi- 





Fig. 9. A section of the heart showing a main trunk of the 
coronary artery, completely occluded by a mass of fat drops. 


Rabbit received a single dose of 5 c.c. of lipiodol and died 
almost immediately. 


ment suggests two possibilities in man: one 
pointing to the occurrence of fatal pulmonary 
fat embolism without the usual congestion, 
edema and hemorrhage; and the other, the inci- 
dence of sudden death on the basis of acute 
coronary occlusion and myocardial fibrillation. 

Pulmonary fat embolism and pneumonia were 
also produced in rabbits and rats by fracturing 
the femur and scraping vigorously the marrow 
of the broken shafts. 


Conclusions 


1. Pulmonary fat embolism may be divided 
into two types, the non-clinical or sub-clinical 
type and the clinical type. 

2. Contrary to prevailing impression, pulmo- 
nary fat embolism may occasionally present a 
distinct clinico-pathologic syndrome which de- 
serves due recognition both clinically and at 
necropsy. 

3. Various pathologic types of pulmonary fat 
embolism with their corresponding clinical mani- 
festations are discussed. Illustrative cases are 
cited. 
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4. Pulmonary lesions in experimentally in- 
duced fat embolism in animals are described and 


evaluated in the light of the findings in human 
cases. 


5. It is concluded that pulmonary fat embol- 
ism may play an important role in the causation 
of cardio-pulmonary complications following 
severe trauma, oftener than is generally realized, 
and that, therefore, a possible occurrence of this 
condition should be borne in mind, both by the 
clinician and the pathologist. 


Bibliography 


1. von Bergmann: Zur Lehre d Fattembolie, Dorpat, 
1863. Cited by Warthin. 

2. Bissel, W. W.: Pulmonary fat embolism, a fre- 
quent cause of post-operative surgical shock. Surg., 
Gyn. and Obst., 25:8, 1917. 

3. Ceelen, W.: Die Kreislaufst6rungen der Lunge, in 
Henke, F., and Lubarsch, O.: Handbuch d. sp. path. 
Anat. und Hist., Berlin, Julius Springer, 1928, 3; 
Part 3, p. 74. 

4. Domanig, E.: Experimentalle Untersuchungen tiber 
die Fattembolie. Deut. Ztschr. f. Chir., 236 :698, 
1932. 

. Gauss, H.: Pathology of fat embolism. 
Surg., 9:593, 1924. 

6. Grondahl, N. B.: 


uw 


Arch. 


Untersuchungen uber Fattem- 


8. Lehman, E. P., and McNattin, R. F.: Fat embo. 
lism, incidence at postmortem. Arch. Surg., 17:179, 
1928. 

9. Lehman, E. P., and McNattin, R. F.: Fat em- 
bolism: pathology of lungs in experimental fat em- 
bolism. South. Med. Jour., 22:201, 1929, 

10. Lehman, E. P., and Moore, R. M.: Fat embolism, 
including experimental production without trauma. 
Arch. Surg., 14:621, 1927. 

11. Magendie: Cited by Warthin. 

12. Makai, E.: Zur Frage der Fattembolien. Zentralbj, 
f. Chir., 59:521, 1932. 

13. Meeh: Beitr. z. klin. Chir., 1892, cited by Warthin, 

14. Miloslavich, E. L.: Fat embolism: Medico-legal 
aspect. Wisconsin Med. Jour., 29:139, 1930. 

15. Rosenthal, S. R.: Thrombosis and fatal pulmo- 
nary embolism. Arch. Path., 14:215, 1932. 

16. Scriba, J.: Untersuchungen iiber die Fattembolie. 
Deut. Ztschr. f. Chir., 12:118, 1880. 

17. Simmonds, J. P.: A study of the low blood pres- 
sure associated with anaphylactic and peptone shock 
and experimental fat embolism. Jour. Exp. Med, 


27 :539, 1918. 
18. Vance, B. M.: Fatal fat embolism. Arch. Path, 
7 :554, 1929; The significance of fat embolism. 


Arch. Surg., 23 :426, 1931. 

19. Warthin, A. S.: Traumatic lipemia and fatty em- 
bolism. International Clinic, Philadelphia: J. B. 
Lippincott Co., Twenty-third Series, 6:171, 1913. 

20. Wiggers, C. J.: Fat emboli and shock. Proc. Soc. 
Biol. and Med., 15:34, 1917. 


21. Wright, R. B.: Fat embolism. Ann. Surg., 96:75, 


bolie. Deut. Ztschr. f. Chir., 111:56, 1911. 1932. 
7. Killian, H.: Die traumatische Fattembolie. Deut. 22. Zenker, F. A.: Beit, z. norm. u. path. Anat. d. 
Ztschr. f. Chir., 230:97, 1931. Lunge. 1862, cited by Warthin. 
MEGACOLON 


With Report of a Traumatic Case Treated by Left Lumbar Sympathectomy 


L. HAYNES FOWLER, M.D., F.A.C.S., and WILLIAM A. HANSON, M.D. 


Minneapolis 


— beneficial effects of lumbar sympathetic 
ganglionectomy and ramisection in mega- 
colon, first reported by Wade and Royle in 1927, 
has stimulated a widespread interest in this dis- 
tressing and relatively unusual condition. 
The term megacolon is used to describe any 
dilated, hypertrophied giant colon. 
two main types. 


There are 
The first and most common 
form is the congenital idiopathic dilatation de- 
scribed by Hirschsprung™* in 1888. The other 


*Read before the Minneapolis Surgical Society March 11, 
1935. 
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or acquired type usually occurs later in life and 
results from an obstructive lesion in the lower 
bowel, rectum or anal canal. Rankin and Lear- 
mouth*’ reported seventy-six cases of megacolon 
having been seen at the Mayo Clinic between 
January, 1908, and October, 1931, sixty-two of 
which were of the idiopathic type and fourteen 
of the secondary type. Mummery”! reports 100 
cases of megacolon and concludes that those seen 
in older people are merely congenital cases which 
have survived. Shelley,*? Bailey,t Brenneman,* 
David,® Gant,"* Lefevre and Jonchires,?° Ran- 
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kin’ and Macaige,?* report cases secondary to 
obstructive lesions. 


Etiology 


The essential pathologic factors which cause 
congenital megacolon are unknown. Many 
theories have been advanced to explain the condi- 
tion. Examination of resected specimens has 
failed to demonstrate any change in the neuro- 
muscular mechanism of the colon which would 
account for the disease. The improvement fol- 
lowing sympathectomy in these cases would lead 
one to assume that these nerves were hyper- 
active, but this is not necessarily true. And, if 
so, What makes them overactive? The theory 
of neuro-muscular incodrdination is most widely 
accepted. In discussing this subject, Rankin 
and Learmouth”’ conclude with, “the opinion that 
the gross pathologic features demonstrated uni- 
versally in these cases are results of secondary 
changes due to some unexplainable and unde- 
monstrable type of obstruction low in the colon, 
intrinsic, neurogenic or mechanical.” This state- 
ment covers a “multitude of sins” and about ex- 
presses our present lack of knowledge of the 
exact underlving cause of this disease. 


Pathology 


The pathological findings in congenital mega- 
colon are characteristic and quite constant (Fig. 
4). The colon is hugely dilated, elongated and 
hypertrophied. The whole large bowel may be 
involved but more commonly one segment is 
primarily affected. The distal half of the colon 
is the usual seat of the trouble and the sigmoid 
is involved in over 50 per cent of the cases. 
The mesentery of the affected segment is mark- 
edly thickened, elongated and may be displaced 
medially, as occurred in our patient. 

Microscopic examination of resected specimens 
shows hypertrophy of all layers of the bowel wall 
except the serosa, with the most marked changes 
occurring in the muscular layers. This is to be 
expected, for the bowel wall has been working 
against huge volumes of fecal material since 
birth and if nature had not caused an hyper- 
trophy of its layers, it would probably have 
long since weakened and ruptured from the ex- 
treme dilatation and intracolic pressure. 

It is interesting to note that various observ- 
ers*®%20,21,28,25,32 have found similar gross and 
microscopic pathologic changes in cases of ac- 
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quired megacolon due to definite organic obstruc- 
tion, as are found in the true congenital type. 


Clinical Features 


The cardinal symptoms and signs in congenital 
megacolon are chronic constipation or rather 
obstipation and abdominal distention. The consti- 
pation has usually been present since birth and 
often becomes progressively worse. Cathartics 
have very little effect. The usual recourse is to 
frequent and large enemas, without which 
these patients will go from one to six weeks 
without a bowel movement. Attacks of ab- 
dominal pain, distention and vomiting are com- 
mon. Cases have been reported where com- 
plete obstruction required emergency operation 
for relief. Many of these children present a 
typical large protuberant abdomen. Wade** re- 
ports the finding of peristaltic waves over the 
abdomen in the more severe cases but this has 
not been observed by most authors except in 
obstructed cases. Several quarts of fluid may be 
introduced into the bowel without any feeling of 
fullness or discomfort. X-ray plates taken after 
the administration of a barium enema show the 
characteristic features of a hugely dilated colon 
with absence of haustration (Fig. 4). 


Treatment 


Medical treatment for congenital megacolon is 
of little avail. Diet and drugs are useless. Laxa- 
tives and enemas will keep the patient fairly com- 
fortable but are of no permanent value. 

Previous to the report of Wade and Royle* 
in 1927, surgical treatment of this condition had 
consisted of various procedures such as partial 
or total colectomy, short circuiting operations 
such as ilio-sigmoidostomy or ileostomy, appen- 
dicostomy or colostomy for the relief of obstruc- 
tion, or irrigation of the bowel. These opera- 
tions, although giving some good results, carried 
a high mortality and in general were very un- 
satisfactory. 

In 1924 in the course of resecting abdominal 
sympathetic nerves for the relief of spastic con- 
ditions of the lower extremities, Royle and 
Hunter observed that some of their patients were 
relieved of constipation. Later Royle** and 
Wade**** reported favorable results obtained in 
Hirschsprung’s disease by left lumbar ramisec- 
tion. Subsequently Judd and Adson,?>?* Rankin 
and Learmouth,”*?7-?* Robertson,*® Scott,*? Bar- 
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rington-Ward,® Gibbens,'* Gask and Ross’ and 
others have reported a considerable group of 
cases in which the original operation of Royle 
had been amplified and modified but all based 
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Fig. 1. Autonomic nervous system. 
Solid black lines represent cranio-sacral 
(parasympathetic). Broken lines represent 
thoracico-lumbar (sympathetic). From 
Kunz: Autonomic nervous system modified 
from Meyer and Gottlieb. 


on an attack on the abdominal sympathetic 
nerves supplying the large bowel. 

Since the surgery of the sympathetic nervous 
system is not a subject with which the general 
surgeon is in daily contact, it may be well to 
review briefly some fundamentals of anatomy 


and physiology upon which these operations are 
based. 


Anatomy 


The sympathetic nervous system is an aggre- 
gation of ganglia, nerves and plexuses through 
which the viscera, glands, heart and blood ves- 


sels receive their innervation (Fig. 1). It is 
widely distributed throughout the body and con- 
tains fibers running to and from the spinal cord 
through the so-called rami communicantes. 

The sympathetic trunks are two nerve cords 
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extending vertically through the neck, thora. and 
abdomen, one on each side of the ver ebral 
column. Each trunk is composed of a series 


of ganglia arranged in linear order and |ound 


Lumbar Irunk 


Inf: Mesenteric 


HYPOGASTRIC 
(PRESACRAL) 
NERVE 


PELVIC 
NERVE 


HYPOGASTRIC GANGLION 


Fig. 2. Formation of lumbar splanchnic 
nerves, the preaortic plexus and the pre- 
sacral nerve. From Gask and Ross: Sur- 
gery of the Sympathetic Nervous System. 


together by short nerve strands. They are con- 
nected with the spinal nerves through communi- 
cating rami. Each nerve trunk gives off branches 
which enter into the formation of the large pre- 
vertebral plexuses, i.e., the cardiac, celiac, supe- 
rior mesenteric, inferior mesenteric, hypogastric 
and pelvic plexuses. 

The abdominal viscera including the colon, 
rectum and bladder receive their sympathetic 
nerve supply through the so-called thoracicolum- 
bar division of the autonomic nervous system 
whose pre-ganglionic fibers are derived from the 
lower six thoracic and upper lumbar spinal 
nerves. These fibers either end in or pass through 
a complicated system of ganglia, part of which 
are the four lumbar ganglia, to reach the pre- 
aortic plexuses. Postganglionic fibers pass from 
the celiac plexus along the large blood vessels to 
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supply the stomach, small intestine and first part 
of the colon (Fig. 1). 

The aortic or intermesenteric plexus is a group 
of nerve fibers surrounding the front and sides 
of the aorta below the origin of the superior mes- 
enteric artery. It is composed of nerves which 
run‘downwards from the celiac ganglia with the 
addition of similar splanchnic branches which 
pass inwards from the lumbar sympathetic trunk 
on each side (Fig. 2). 

Just below the origin of the inferior mesen- 
teric artery two or more fairly distinct nerve 
trunks leave the aortic plexus to join together 
close to the wall of the inferior mesenteric 
artery. These give rise to the inferior mesenteric 
plexus, branches of which follow the course 
of the artery and supply the distal half of the 
colon and upper rectum. 

The lower rectum, bladder and uterus receive 
their sympathetic nerve supply by way of the 
presacral nerve (hypogastric plexus) (Fig. 2). 
The presacral nerve is usually a network of 
fibers lying on the anterior surface of the body 
of the fifth lumbar vertebra just below the bifur- 
cation of the aorta between the origin of the two 
common iliac arteries. It has three roots. One 
root on either side is derived from branches of 
the four lumbar ganglia. The central root is the 
termination of the aortic (intermesenteric ) 
plexus. The presacral nerve descends into the 
pelvis, divides into two hypogastric nerves which 
end in the hypogastric ganglia (pelvic plexus) 
along the lateral wall of the rectum to supply 
the bladder, lower part of the rectum and in- 
ternal sphincter of the anus. The pelvic plexus 
also receives the sacral autonomic fibers. 

There are usually four lumbar ganglia on each 
side. They are situated on the antero-lateral sur- 
face of the bodies of the lumbar vertebre just 
medial to the psoas muscle. The first ganglion 
is located just posterior and inferior to the 
origin of the renal artery and the fourth ganglion 
is situated over the brim of the pelvis posterior 
to the origin of the common iliac artery on each 
side. Some branches are given off to jo‘n the in- 
ferior mesenteric plexus and others form the 
lateral cords of the hypogastric or presacral 
nerve, 

Physiology 

From a functional point of view, the involun- 
tary or autonomic nervous system is divided into 
two parts (Fig. 1). The thoracicolumbar auto- 


Octorer, 1935 


nomic nervous system commonly called the sym- 
pathetic nervous system has just been described. 
The second division is the craniosacral auto- 
nomic or parasympathetic nervous system. The 
latter is composed of preganglionic fibers in the 
3rd, 7th, 9th, 10th and 11th cranial nerves and 
visceral rami of the 2nd, 3rd and 4th sacral 
nerves. These fibers have no connection with 
the sympathetic trunks but run direct to sym- 
pathetic plexuses and end in terminal glanglia. 
The parasympathetic system supplies fibers to the 
proximal part of the colon through the vagus 
and to the distal portion of the colon and rectum 
through the sacral nerves. 

The sympathetic and parasympathetic nerves 
are antagonistic in action. It is generally ac- 
cepted that the sympathetic nerves are inhibitors 
of muscular contraction in the bowel wall and 
contractors of the sphincters. In opposition to 
them, the parasympathetic nerves cause contrac- 
tion of the wall and relaxation of the sphincters. 
Normally they maintain a functional balance and 
tone in the smooth muscle of the intestine which 
may be compared to the reciprocal action of two 
cerebro-spinal nerves which supply a group of 
flexor and extensor muscles acting on a given 
joint. Learmouth and Markowitz 
shown in experiments on dogs that stimulation 
of the roots of the inferior mesenteric ganglion 
(sympathetic nerves) causes a relaxation of the 
bowel and contraction of the internal sphincter 
ani. Section of these nerves caused an immediate 
increase in intracolic pressure. 

On the basis of these anatomic and physio- 
logic facts therefore, it is reasonable to expect 
that in a hugely dilated inactive colon, whether 
it be due to an overactivity of the sympathetic 
nerves, a dysfunction of the codrdinating mech- 


18,19 have 


anism or overstimualtion of the sphincters, if 
the sympathetic nerve supply is severed, thus 
allowing an unimpeded action of the parasym- 
pathetic nerves, contraction and increased activ- 
ity of the bowel wall should occur. That this 
does follow is attested to by the number of re- 
ports in the literature in the past ten years on the 
beneficial effects of sympathectomy for the relief 
of these conditions. 


Operative Procedures 


As previously mentioned, ramisection for the 
treatment of megacolon was first suggested by 
Royle,** who noticed a relief from constipation 
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in some of his patients upon whom he had per- 
formed a left lumbar ramisection for spastic 
conditions of the lower extremities. Wade* at 
the suggestion of Royle applied this operation 


Fig. 3. (Left) Transperitoneal approach to right ganglionated 
trunk (Adson). (Right) Transperitoneal approach to left gan- 
glionated trunk (Adson). 


in thirteen cases of megacolon and _ reported 
good results in the majority of cases. He divided 
the white ramus of the first lumbar nerve on 
the left side, all the mesial branches of the lum- 
bar chain and also the trunk itself below the 
fourth ganglion. These authors used a lumbar 
Judd** 
and Adson** extended the operation, excising 
the second, third and fourth lumbar ganglia and 
main sympathetic trunk and cutting all communi- 


incision and retroperitoneal approach. 


cating fibers on one or both sides, depending 
upon how much of the colon was involved. Ad- 
son uses a transperitoneal approach (Fig. 3). 
The abdomen is opened through a midline inci- 
sion extending around and above the umbilicus. 
The intestines are packed upward. For resection 
at the left lumbar chain, an incision is made 
through the posterior parietal peritoneum just 
lateral to the junction of the descending colon 
and sigmoid. This portion of the bowel with 
its mesentery and blood supply is elevated and 
reflected medially to the midline. The left lum- 
bar trunk and ganglia are exposed as they lie 
on the bodies of the lumbar vertebre between 
the medial border of the psoas muscle and the 
abdominal aorta. The ganglia on the right side 
are exposed through a second incision in the 
posterior peritoneum just to the right of the 
aorta and without reflecting the colon. On the 
right side the inferior vena cava is encountered 
and must be retracted medially. 
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Rankin and Learmouth*”** originated another 
operation which they felt was a more direct and 
complete attack on the problem (Fig. 2). They 
first divide and remove the presacral nerve by 
which inhibitory fibers to the rectum and motor 
fibers to the internal sphincter are removed. 
They then divide and remove sections of the 
inferior mesenteric nerves through which inhibi- 
tory impulses are conveyed to the descending 
colon, sigmoid and upper rectum. They thus de- 
prive of its sympathetic nerve supply the por- 
tions of the bowel chiefly affected without sacri- 
ficing the vasomotor supply to the lower extremi- 
ties. The technic of their operation we will 
quote: 


“Since the inferior mesenteric artery arises opposite 
the third lumbar vertebra, and the presacral nerve is 
to be found in front of the fifth lumbar vertebra, full 
exposure of these structures may be obtained through 
a left paramedian incision 15 centimeters long, and 
centered on the umbilicus. The small bowel is packed 
off upward and to the right, so as to expose and 
pull upward the root of its mesentery; the attachment 
of the mesentery to the posterior abdominal wall is 
above the field of operation, save when the bifurcation 
of the abdominal aorta is unusually high. An assistant 
draws the sigmoid colon to the left and slightly down- 
ward, to expose the bifurcation of the aorta. In rare 
cases the root of the mesosigmoid may be displaced 
medially, in front of the fifth lumbar vertebra, when 
it must be mobilized by division of the right leaf of its 
peritoneum. The promontory of the sacrum is now iden- 
tified, and in most cases it is possible to see the strands 
of the presacral nerve as they descend in the ‘middle 
line, immediately under the peritoneum. The peri- 
toneum is picked up in the midline, and is incised ver- 
tically from the level of the promontory to the origin 
of the inferior mesenteric artery. The strands of the 
presacral nerve are not adherent to the membrane, and 
posteriorly they are separated from the great vessels 
by a layer of thin connective tissue. The nerve is first 
divided below, at the right border of the left common 
iliac vein. It is then raised by gentle dissection and 
the branches which reach it from the fourth lumbar 
ganglia are divided on each side. Immediately below 
the bifurcation of the aorta, the connecting branches 
from the third lumbar ganglia are divided as they pass 
to join the nerve from beneath the common iliac 
arteries. When the nerve is raised a little higher, its 
lateral roots, formed by the union of branches from 
the first and second lumbar ganglia, may be severed; 
the middle root is preserved if possible, to be used 
as a guide to the intermesenteric plexus. The trunk 
of the inferior mesenteric artery is now identified by 
tracing upward the middle root of the presacral nerve; 
the operator reaches the two large principal roots of the 
inferior mesenteric plexus, one on each side of the 
vessel, and joining it 1.5 centimeters below its origin. 
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They are large and easily isolated. About 2.5 centi- 
meters of each are resected. Any subsidiary periarte- 
rial strands are then sought for and, if found, they are 
divided. The incision in the posterior peritoneum is 
now brought together with a continuous suture of cat- 
gut, and the abdominal wound closed in the usual 
manner.” 


In order to determine which of these various 
types of sympathectomy should be employed in 
any given case of megacolon, consideration must 
be given to the extent and degree of the disease ; 
the more widespread and advanced the process, 
the more complete must be the resection of the 
sympathetic fibers. Good results have been re- 
ported in a fair number of cases by advocates of 
each one of these procedures. Influenced by 
some unsatisfactory results in advanced cases of 
Hirschsprung’s disease, Adson? and Craig** have 
enlarged the scope of the operation to include 
resection of both lumbar trunks, including the 
second, third and fourth lumbar ganglia, with 
wide resection of the superior hypogastric plexus 
(presacral nerve) in certain cases. No serious 
untoward results have been observed as a result 
of these operations. Vasodilatation and dryness 
of the skin of the leg and foot occurs as a re- 
sult of glanglionectomy and trunk resection. In 


men, presacral neurectomy paralyzes the mech- 
anism of ejaculation but does not disturb the 
libido and potentia. Slight frequency of micturi- 
tion may occur. 


Case Report 

The patient is a young lady twenty-two years of age 
who was first seen by us in October, 1932. Her mother 
is suffering from a mild case of Raynaud’s disease. At 
birth, this patient was burned on the buttocks and 
around the anus with a hot iron. The burn healed in 
three or four months. The baby apparently had 
normal bowel movements until about six months of 
age, i.e., until the burn had healed and scar tissue had 
formed. Since that time she has had increasing consti- 
pation, going for several days up to as much as three 
weeks without an evacuation unless enemas were 
given. Laxatives had little effect. Throughout child- 
hood the mother kept the child in fair condition by 
frequent large enemas. At the age of seven years, she 
was examined at the Mayo Clinic. An anal stricture 
was found which was thought to be due to the burn 
sustained in infancy. The anal ring was so small that 
it would admit only the tip of the little finger. No colon 
x-ray was done at that time. Dr. Judd incised the scar 
tissue and dilated the rectal sphincter. This operation 
caused no improvement in her constipation, which grew 
gradually and progressively worse as she advanced in 
years. During the two or three years immediately pre- 
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ceding our first observation (1932) she had several 
attacks of obstruction with abdominal pain, distention 
and vomiting which required hospitalization and high 
colonic flushes to relieve the bowel of large accumu- 
lations of feces. During all this period and in spite 
of her inability to have a normal defecation she had 
a partial rectal incontinence. Small amounts of fecal 
material would constantly exude without her knowledge 
or control, necessitating the wearing of a napkin con- 
tinuously. She had a few attacks of urinary retention 
with a distended bladder which required catheterization 
for relief. Otherwise her general health was fair. 

Physical examination in October, 1932, showed a fair- 
ly well nourished girl, twenty years of age, and weigh- 
ing about 110 pounds. Examination of the heart, lungs, 
urine and blood was negative. The abdomen was soft 
and slightly larger than normal. Large hard movable 
masses (colon filled with feces) were easily palpable 
throughout the abdomen. There was a large scar on 
the buttocks six inches in diameter and involving the 
posterior margin of the anus. This scar was soft and 
pliable and did not appear to involve the deeper tissues. 
The anus admitted the index finger easily with no ob- 
struction demonstrable. 

After cleansing enemas, a proctoscopic examination 
was done. Immediately after passing the anus the in- 
strument entered a hugely dilated rectum fully five 
inches in diameter. It was passed directly cephalad 
thirty centimeters into the sigmoid without observing 
any change in the diameter of the gut or causing any 
discomfort to the patient. The mucous membrane was 
pale and smooth and the rectal valves were reduced 
to low ridges. 

On October 24, 1932, a colon x-ray was taken after 
the administration of a barium enema which was re- 
ported by Dr. Leo Rigler as follows: “There is enor- 
mous distention of the rectum and of the sigmoid. The 
latter is extremely long and extends well up to the left 
diaphragm. Marked redundancy and extreme width of 
this whole portion of the colon is present. The de- 
scending, transverse and ascending colon are not so 
large although they may be slightly dilated. Marked 
compression of the ascending colon is present from 
the tremendously dilated sigmoid. The whole appear- 
ance suggests Hirschsprung’s disease or megacolon.” 
There was also a characteristic absence of 
haustration (Figs. 4 and 5). 

January 14, 1933, a second barium enema was given 
and the patient observed under the fluoroscopic screen. 
The same conditions were present and no peristaltic 
waves were visible in the sigmoid or rectum. While 
the barium was retained, a spinal anesthesia was admin- 
istered by injecting 100 milligrams of novocain and the 
appearance of the colon again observed under the fluo- 
roscope. A marked change occurred. Deep peristaltic 
waves were visible in the lower sigmoid, extending into 
the rectal ampulla, with marked contraction to the co- 
lon. This experiment satisfied us that sympathectomy 
could be expected to produce the desired results and 
we therefore advised operation. Because the disease was 
localized almost entirely to the sigmoid colon and rec- 


normal 
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tum, we intended to perform a presacral and inferior 
mesenteric neurectomy as advocated by Rankin and 
Learmouth. 

Operation was performed at Northwestern Hospital 
June 22, 1933, after several days preoperative prepara- 


en eee 


Fig. 4. Megacolon in female, twenty years of age. Colon 
x-ray after barium enema October 24, 1932, before opera- 
tion. Note enormous distention of rectum and sigmoid. Ab- 
sence of normal haustration. Sigmoid is very redundant and 
extends well up to the left diaphragm. 


tion with cleansing enemas and a low residue, high 
caloric diet. Spinal anesthesia reinforced with ethylene 
was used. The abdomen was opened through a low 
midline incision extending around and two inches 
above the umbilicus. The rectum was hugely dilated 
and filled the pelvis. In spite of the preoperative prep- 
aration it was still filled with feces. The uterus, tubes 


and ovaries were displaced up into the abdomen by the 
large rectum. The dilatation continued throughout the 
sigmoid, which was very redundant and extended verti- 
cally up to the diaphragm and then doubled back on it- 
self to fill most of the abdomen. The mesorectum and 
mesosigmoid were very much thickened and were dis- 
placed medially so that they seemed to spring from the 


midline. The walls of the sigmoid and rectum were 
markedly thickened. The descending, transverse and 
ascending colon appeared normal in position and size. 
We first attempted to locate and resect the presacral 
nerve by making a vertical incision in the posterior peri- 
toneum in the midline over the promontory of the sa- 
crum. However, because the rectum extended so high 
and the mesosigmoid was attached so close to the 
midline, we were not able to obtain a satisfactory ex- 
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posure of this region without endangering the blood 
supply to the sigmoid. Therefore we changed our op- 
erative attack, incised the posterior parietal peritoneum 
just lateral to the lower end of the descending colon 
and reflected the sigmoid with its blood supply and the 


Fig. 5. Lateral view of Figure 4. 


left ureter medially, exposing the left lumbar ganglio- 
nated trunk. The left lumbar trunk and second, third 
and fourth ganglia were removed and all communicat- 
ing branches severed. The incisions in the posterior 
peritoneum were sutured with plain catgut and _ the 
wound closed by layers (Fig. 3). 

The immediate postoperative reaction was fairly se- 
vere, with the temperature rising to 103 degrees and 
pulse to 130 beats per minute during the first two days, 
after which, convalescence was uneventful. Enemas 
were given daily beginning on the third postoperative 
day and the patient left the hospital on the sixteenth 
day. She had a normal bowel movement on the four- 
teenth day. She was advised to take mineral oil and a 
mild laxative as necessary to ensure a daily evacuation, 
and to begin to train herself in regular bowel habits. 
Six weeks after the operation she reported as follows: 
“It is with pleasure that I make a favorable report to 
you. Since leaving Minneapolis I have not had to take 
an enema. Also I have been able to decrease the 
amount of mineral oil and milk of magnesia taken. 
During my first week at home my stools were formed, 
but quite soft. Later they became watery and _ since 
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then have become harder and more formed. I have no 
difficulty in controlling the movements. I have no 
masses in my abdomen as I did before the operation. I 
am feeling fine. May I go swimming?” 

She was reexamined on May 24, 1934, eleven months 
postoperative, when a colon x-ray (Fig. 6) showed the 
sigmoid and most of the rectum to be reduced to nor- 
mal size with good haustral markings present. There 
was considerable redundancy of the sigmoid and slight 
dilatation of the rectal ampulla remaining. She was ex- 
amined again only a few days ago, twenty-one months 
postoperative, but we were unable to obtain a colon 
ray. This will be done later. Her bowel movements 
are satisfactory altfough she says she has been getting 
and frequently goes two without an 
She has taken no laxatives or enemas for 
the past six months. She states that the incontinence 
which she had before the operation has practically dis- 
appeared. Her abdomen is normal and no masses are 
palpable. The skin of her left foot is more dry and 
scaly than that of the right foot and the skin tempera- 
ture of the left leg is three-tenths of a degree higher 
than that of the right leg. 


careless days 


evacuation. 


This patient presents several unusual features 
about which it is interesting to speculate. The 
question at once arises, is this a true congenital 
megacolon with the anal stricture merely a coin- 
cident feature? Or was the child normal at birth 
and the dilatation of the colon the direct result 
of the traumatic stricture of the anus? The par- 
ents state very definitely that there was no dif- 
ficulty with the bowels until after the burn had 
healed. If the latter is true; the mechanical ob- 
struction during the first six and one-half years 
of life must have so disturbed the neuro-mus- 
cular mechanism of the bowel that the relief 
from the mechanical obstruction at seven years 
of age did not inhibit the progress of the disease. 
In any event, she presented most of the essential 
characteristics of the congenital type of mega- 
colon and has received very satisfactory results 
from left lumbar trunk resection and ganglio- 
nectomy. 

Another unusual and interesting feature of this 
case is the improvement in the rectal inconti- 
nence which has taken place since the sympathec- 
tomy. From a physiologic standpoint, since the 
sympathetic nerves are contractors of the sphinc- 
ters, one would expect an aggravation of the in- 
How- 
ever, this did not occur. Our explanation of the 
improvement in control is that the external 
sphincter ani muscle, which is partially under the 
control of the voluntary nervous system, was 
weakened as a result of the incision of the anal 


continence after sectioning these nerves. 
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stricture when the child was seven years of age. 
This partially incompetent external sphincter was 
not able to support the weight of the huge masses 
of fecal material retained above. Sympathectomy 


Fig. 6. Same patient eleven months after left lumbar ganglion- 
ectomy and ramisection. Note reduction in size of rectum and 
sigmoid to normal. Good haustral markings present. Sigmoid 
is still redundant and slight dilatation of the rectal ampulla 
remains. 


has reduced the bowel content to normal so that 
the same sphincter is now able to control the 
movements. 


Summary 


Megacolon is a term used to describe any di- 
lated, hypertrophied colon. It may be either con- 
genital or acquired. Congenital, idiopathic mega- 
colon (Hirschsprung’s disease) is a clinical en- 
tity usually seen in infancy or early childhood. 
It is characterized by a hugely dilated hypertro- 
phied colon with marked obstipation and abdomi- 
nal distention. It is considered to be of neuro- 
genic origin although the exact etiological factors 
are unknown. Medical and surgical treatment 
have been unsatisfactory until the advent of a 
method of surgical attack upon the sympathetic 
nervous system 
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Various operative procedures on the abdominal 
sympathetic nerves have been developed for the 
treatment of this disease, the object of which is 
to remove the sympathetic nerves which supply 
the portion of the bowel chiefly affected. All of 
these operations are based on the fairly well 
established physiological principle that the sym- 
pathetic nerves are inhibitors of the smooth mus- 
cle of the bowel wall and contractors of the in- 
ternal sphincter muscles. Overactivity of these 
nerves causes dilatation of the bowel and con- 
traction of the sphincters. Sufficient experiment- 
al and clinical evidence has been offered to prove 
the value of sympathetic nerve resection in prop- 
erly selected cases of megacolon. 

A case is reported of a girl twenty-two years 
of age with a hugely dilated rectum and sigmoid 
colon filling the entire abdomen, in whom we re- 
sected the left lumbar sympathetic trunk and 
ganglia twenty-one months ago. Very satisfac- 
tory results have been obtained in this case as 
demonstrated by clinical improvement and x-ray 
plates taken after a barium enema. This patient 
had most of the classical features of a typical 
congenital megacolon (Hirschsprung’s disease), 
but had the additional element of a traumatic 
anal stricture developing at six months of age. 
This was incised and the stricture apparently re- 
lieved (at seven years of age) without inhibiting 
the further progress of the disease. We believe, 
therefore, that this must be considered as a case 
of acquired megacolon due to obstruction from a 
traumatic anal stricture resulting from a burn 
sustained soon after birth. The mechanical ob- 
struction, which was present for six and one-half 
years, apparently caused such an interference 
with the neuro-muscular mechanism of the bowel 
that the latter continued in a state of increasing 
imbalance for thirteen and one-half years after 
the mechanical obstruction had been relieved. 
Restoration of normal bowel function has been 
obtained by left lumbar sympathectomy after 
twenty years of dysfunction. 
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ANAL ABSCESS AND ANAL FISTULA* 
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EFORE discussing the subject of anal ab- 

scess and anal fistula I would like to recall, 
briefly, the anatomy of some of the structures 
which are of importance in this discussion. 

The dentate margin or the pectinate line is 
about 0.5 to 2 cm. from the anal margin and it is 
formed by the fusion of the proctodeum and the 
hindgut. In the adult it marks the junction of 
the mucous membrane and the skin. This land- 
mark is easily distinguished by the numerous, 
tiny, skin covered projections known as the anal 
papilla. This line derives its name from the 
tooth-like appearance of the papillz. The crypts 
and columns are in close approximation to the 
papille. Crypts are small pockets with micro- 
scopic sinuses around which a small amount of 
lymphoid tissue is found. The dentate margin 
and crypts furnish the only, anatomical reason 
for the frequent occurrence of abscesses and 
fistula. The crypts are susceptible to injury from 
the passage of a large hard stool or by the pas- 
sage or imbedding of a foreign body such as a 
seed, a fishbone, a toothpick or any other firm 
object. A crypt is almost invariably the original 
site of the infection. This infection progresses by 
burrowing, most frequently, either laterally, me- 
dially or through the external sphincter muscle 


*Presented before the Hennepin County Medical Society, Jan- 
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and subsequently it forms an abscess. It is be- 
cause of the presence of an abscess that the pa- 
tient first seeks relief. Prior to this a little dis- 
comfort may have been noted but it is usually of 
too little consequence to warrant the consulting 
of a physician or even to be recalled by the pa- 
tient after the abscess has developed. Such an 
abscess may rupture spontaneously or it may be 
incised. This latter event, in the course of the 
inflammatory process, completes the formation of 
a fistula. Otccasionally the abscess develops lat- 
eral to the rectal wall, rupturing into the rectum 
above the anus; and under such circumstances 
there may be no external opening. For this rea- 
son, Buie, a few years ago, substituted the name 
“primary opening” to replace the term “internal 


opening” and also “secondary opening” instead 


of “external opening.” 

A recent review of one thousand fistulecto- 
mies} showed that 58.9 per cent of the patients 
were males and 41.1 per cent were females. One 
patient was less than ten years of age and six 
were in the second decade of life. Some 77.4 per 
cent were between the ages of twenty and fifty 
years and 16.5 per cent between fifty and sixty. 
(Since this review I have operated on a baby, 
ten months old, who had an anal fistula with two 





+Review undertaken while on a fellowship at The Mayo 
Clinic, Rochester, Minnesota. 
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secondary openings, externally.) Tuberculous 
tissue was found in only 2.2 per cent of the 
cases. There were, however, five patients with 
active tuberculosis who had had fistulectomies 
performed, but examination of the tissue remov- 
ed at the time of the operation failed to reveal 
a tuberculous infection. Ninety-one or 9.1 per 
cent of the thousand patients showed roentgeno- 
graphic evidence of either having tuberculosis at 
the time of the operation or having had it pre- 
viously. 

The treatment of this inflammatory process 
naturally divides itself into two stages, namely, 
the abscess and the fistula. The discomfort of 
the abscess is either relieved by its spontaneous 
rupture or by surgical incision. It is a good pol- 
icy never to open an abscess until it “points” or 
until there is definite superficial fluctuation. It 
is advisable to apply hot moist packs to assist na- 
ture in localizing the infection, or in other words, 
assist the “walling off” process if an abscess is 
seen before fluctuation can be elicited. The inci- 
sion, when necessary, should be ample to permit 
free drainage of the abscess cavity. If the ab- 
scess is lateral to the rectal wall it is advisable to 
drain the cavity externally if possible. A digital 
examination of the abscess cavity, after incision, 
should be made very carefully because there is 
a definite hazard of spreading the infection and 
also because there is the possibility of causing 
the patient a great deal of unnecessary pain. It 
is important that there should be adequate drain- 
age of the abscess cavity at all times. Such 
drainage is readily enhanced by the application 
of hot moist dressings and occasionally by the in- 
sertion of a small wick of gauze or a rubber tis- 
sue drain. It is folly to try to prevent the forma- 
tion of a fistula by firmly packing the abscess 
cavity with gauze. It is true that, on very rare 
occasions, an abscess cavity may heal spontane- 
ously. This result cannot be attributed to pack- 
ing the cavity. The explanation of such spon- 
taneous healing of an abscess may be ascribed to 
the fact that when the pressure from the infec- 
tion has been relieved distally the sphincter mus- 
cle contracts upon the sinus and sufficient fibrosis 
takes place to obliterate the tract and the crypt, 
thus shutting off the source of the infection. 

The surgeon will do well to inform the patient 
with an anal abscess that the incising of the ab- 
scess is merely done to palliate the condition and 
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to protect him against further inroads from the 
infection; that later he will undoubtedly require 
a second operation to actually cure the fistula, 
If this explanation is made at the time the ab- 
scess is incised the surgeon may avoid consider- 
able embarrassment later and perhaps save his 
reputation with the patient because, otherwise, 
patients are prone to believe that the first opera- 
tion was a failure. 

If sufficient time is permitted to elapse between 
the first incision and the fistulectomy the abscess 
cavity will frequently contract to a small fibrous 
sinus and thus necessitate a much less extensive 
operation. 

The treatment of anal fistulz has been discuss- 
ed ever since the history of medicine has been re- 
corded. The ancient Egyptians taught the use of 
the seton in the treatment of this condition. 
They employed hairs from a horse’s tail, copper 
wire, etc. One of the first complete treatises on 
anal fistula was written by Arderne in 1376. In 
this treatise he recalls a Dr. Albucassis, who died 
in 1013, and who taught his students that usually 
a fistula in ano was incurable; however, Albu- 
cassis advised that the best method to treat these 
conditions was to place a copper wire or iron 
probe from the outside into the rectum and cut it 
wide open until the probe fell out. Albucassis 
used the cautery to stop bleeding and also advo- 
cated the use of the seton in the treatment of an 
anal fistula. The seton was tightened on the sec- 
ond or third day and as often thereafter as was 
found necessary in order that eventually the 
seton would cut its way out. John Arderne 
taught that the best way to cure a fistula was to 
get it out in its entirety but not to apply the 
cautery or caustics to the wound. He advised 
that in the case of numerous external openings 
it was necessary to find the primary tract and to 
excise it and that following this procedure most 
of the secondary tracts would heal without 
further treatment. He also advocated a careful 
postoperative régime, advising against the use of 
drastic purgatives, using saline enemas in their 
place. He washed the wound frequently with 
tepid -water and applied a mixture of Oil of 
Roses and the white of an egg. The present treat- 
ment of anal fistula is not far removed from that 
taught by Arderne in the fourteenth century. The 
frequent recurrences following fistulectomies 
have doubtless caused many surgeons now, as 
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well as centuries ago, to feel that usually a fistula 
requires more than one operation to insure a 
cure. In reviewing the thousand cases previously 
mentioned it would seem that this opinion is not 
unfounded, for some of these patients had had as 
many as fifteen or even seventeen operations by, 
perhaps, as many different surgeons, before a 
cure had been effected. 

If the etiology of an anal fistula were thor- 
oughly understood there is reason to believe that 
the number of failures would be noticeably de- 
creased. There is an axiom which holds true in 
every anal fistula, namely, that every fistula must 
have a primary opening, and unless this is irrad- 
icated the fistula will undoubtedly recur. There 
may be more than one secondary opening ex- 
ternally and there may be more than one internal 
opening but the infection originated in the one 
primary opening at the dentate margin and un- 
less this is eradicated, as stated before, the op- 
eration will not be successful. 

In the review, previously mentioned, we found 
that 70 per cent of the primary openings were 
in the median line of the posterior anal wall and 
20 per cent were in the anterior wall. To facili- 
tate the finding of the primary opening, a sug- 
gestion was made some years ago and, while it 
is not infallible, nevertheless, it is quite helpful. 
If an imaginary line be drawn through the tuber- 
osities of the ischia it will divide the anus into 
two halves, anterior and posterior, and all of the 
external openings posterior to this line will have 
their primary openings in the posterior quadrant 
and all of the external openings anterior to it 
would have their primary openings in a straight 
line extending radially into the anterior half. A 
few years ago Dr. N. D. Smith demonstrated, to 
my satisfaction, a simple method enabling one to 
locate the primary opening. The distal edge of 
the external or secondary opening is grasped with 
forceps and upon applying traction the primary 
opening may be seen to move coincidently with 
the traction on the secondary opening, the anal 
margin remaining fixed. The explanation for 
this phenomenon is that the fibrous tract con- 
necting the openings is usually so firm that if 
one is moved the other must respond, thus indi- 
cating the site of the primary infection. This 
rule is more applicable in short sinus tracts. Oc- 
casionally free pus may be seen exuding from 
the involved crypt or, sometimes, a little granu- 
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lation tissue may be noticed in the crypt or a 
grossly evident inflammatory reaction may be 
seen surrounding the infected crypt. Usually if 
the above rules and findings are kept in mind, it 
is not difficult to locate the primary opening. 
The use of dyes, bismuth paste or barium is 
not only unnecessary but may, in fact, hinder the 
effort to obtain a satisfactory result. The fibrous 
tissue forming the tracts differs materially from 
normal tissue and can be identified readily. If a 
dye is used it may be spilled accidentally into the 
normal tissues and the differentiation of the nor- 
mal tissues from the fibrous tissue which forms 
the tract becomes impossible, or there may be 
several tracts, one of them being larger in diam- 
eter and so direct that the dye will be forced into 
this one tract; the other tracts may, then, be 
easily overlooked. It is advisable to probe a tract 
from the primary opening because if a probe is 
passed from the secondary or external opening 
there is a greater danger of causing a false pas- 
sage ; however, if the tracts are very angular or 
tortuous it may be necessary to probe from both 
openings. The fistulous tract is incised over the 
probe and the overhanging edges removed. The 
distal end of tracts extending out a considerable 
distance from the anus may be sutured to obtain 
primary union, but care should be exercised to 
insure a sulcus extending a sufficient distance 
from the anal edge to permit free drainage of 
secretions and discharges from the anus. Primary 
closure of the tracts too close to the anal margin 
frequently results in a recurrence of the fistula. 
If a blind tract is found lateral to the wall of the 
bowel it is only necessary to dilate the distal end 
of this tract to insure ample drainage. It will 
gradually fill up with granulation tissue, provided 
the primary opening has been eradicated. The 
wound should not be firmly packed with gauze 
nor should the dressing, placed in the wound at 
the conclusion of the operation, be permitted to 
remain in the wound more than a few days. A 
cotton dressing should be applied after the gauze 
dressing has been removed and this should be 
changed many times a day. If tuberculous infec- 
tion is suspected or if it is known to be present 
it is not necessary to cauterize the wound because 
a tuberculous fistula can be treated in the same 
manner as a non-tuberculous tract and the wound 
will heal almost as quickly as one due to any 
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other infection. It may be necessary to incise 
the sphincter muscle more than once, depending 
on the number of times the tracts pass through 
or lateral to it. 

The most satisfactory position for obtaining 
good exposure of the operative field during a 
fistulectomy is to place the patient in a ventral 
prone position with the hips elevated by means of 
a kidney rest. A similar position was advanced 
by Aderne and after many centuries of disuse 
it has been found to be the most suitable one for 
all rectal work. 

It is important to have complete relaxation of 
the sphincter muscle during the operation and 
for this reason a sacral and caudal anesthetic is 
the most satisfactory because it not only fulfils 
this requirement but it is usually not accompa- 
nied by any of the common “anesthetic dangers.” 

The postoperative treatment is just as impor- 
tant as the operative technic. In fact, they are 
usually so comparable in value that careless post- 
operative treatment may precipitate disastrous 
results even after a most skilfully performed and 
thorough operation. Hot moist packs should be 


applied postoperatively to relieve pain and to 
stimulate healing. The wounds should be gently 
cleansed every day with a mild antiseptic and the 
tissues prevented from bridging across the sul- 
cus. The diet should consist of foods which will 
leave ample bulk for the formation of a large 
stool which will act as nature’s own dilator to 
insure an anal canal of normal diameter. Purga- 
tives or oils should not be used postoperatively 
as they may cause leakage of bowel secretions 
and thus keep the area bathed in infective mate- 
rial. If this postoperative treatment is properly 
accomplished the scar tissue will be reduced to a 
minimum and it will be pliable. The block of 
scar tissue formed in the sphincter muscle as the 
result of this type of postoperative treatment 
will contract to a very narrow band and the 
fibres will function almost as satisfactorily as if 
the fibres were intact. Usually the result obtain- 
ed from the continuous firm packing of the cav- 
ity with gauze will be a fixed fibrous membrane 
with a depressed scar. This will cause poor con- 
trol of the sphincter muscle with leakage of mu- 
cus and feces. 





PATHOLOGIC CONDITIONS IN THE NEWBORN* 


THOMAS MYERS, M.D. 
Saint Paul 


URING the past few decades, a marked 
decrease in mortality from infancy to early 
adult life has been effected. This is particularly 
apparent during the first few years of life, and 
is responsible to a considerable degree for our 
steadily decreasing death rate. Such improve- 
ment, however, does not appear during the early 
days of life, and mortality in the newborn has 
decreased but little, in contrast with that in in- 
fants over one month of age. Having survived 
the first weeks of life, the infant of today stands 
an excellent chance of growing to maturity; but 
the fateful days immediately following birth are 
laden with almost as much disaster today, as of 
a generation ago. 
While infant mortality, during the first year 
of life has decreased over one-half in the last 


*Read before the Ramsey’ County Medical Sociéty, St. Paul, 
March 25, 1935. 
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TABLE I. INFANT DEATH RATE (PER 1,000 LIVE 
BIRTHS ) 
Year| First Week First Month First Year 
Minn. | U.S. | Minn. | U.S. | Minn. | U.S. 
1920 30.0 34.6 | 40.58 41.5 | 6641} 85.8 


1925} 30.0 32.6 | 34.22 37.8 | 60.01} 71.7 
1930} 27.5 31.1 | 34.15 35.7 | 51.92} 64.6 
1933} 26.0 29.8 | 32.20 34.0 | 45.30| 58.1 

















Table I indicates the very limited decrease in mortality dur- 
ing the first week, and first month of life, as contrasted with 
the marked improvement during the first year. Infant mortality 
in Minnesota is among the lowest in the United States. 


twenty-five years, during the first month it has 
lessened by only one-sixth, while during the first 
week the decrease has been even less. Thus, 
in Minnesota, in 1916, deaths in infants under 
one week comprised 40 per cent of all 
deaths occurring during the first year. In 
1933, they represented 55 per cent of such 
deaths (Table I, Figs. 1 and 2). Two-thirds 
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of all infant deaths now occur before the end of 
the first month. Prematurity as a cause of 
death has shown almost no reduction in recent 








decades. Birth injury as a cause of fatality is 
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Fig. 1. The rapidity of decrease in mortality from one month 
to one year of life has considerably exceeded the decrease dur- 
ing the first month of life. 


on the increase. This may be accounted for in 
part by more accurate diagnosis of such acci- 
dent, but also to a definite degree is ascribed to 
the tendency to operative and instrumental 
methods of delivery. It has been said that 40 
per cent of the neonatal deaths could have been 
prevented by adequate prenatal and obstetric 
care. A study made in Boston showed that the 
infant mortality in those cases where prenatal 
care was lacking, was double that in properly 
supervised cases, while stillbirths were over 50 
per cent greater. Death during the first month 
of life is caused by asphyxia, atelectasis, pre- 
maturity, or birth injury, in two-thirds of the 
cases; nearly one-third die of infection con- 
tracted before, during or after delivery, while 
in less than 3 per cent can it be attributed to 
congenital anomalies. 


The value of thorough prenatal care to thé 


fetus has not been as thoroughly appreciated, as 
for the expectant mother. Competent observers 
are agreed that the welfare of the infant is inti- 
mately related to the supervision given the preg- 
nant woman. Gegenbach states that infant mor- 
tality is lowered in direct proportion to the num- 
her of visits made by the mother to her physi- 
cian. A study made by Dublin and Corbin‘ of 
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the records of 4,726 women who were given 
careful prenatal care, revealed not only a much 
smaller maternal mortality than in unsupervised 
cases, but also considerable reduction in still- 
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The rapid drop in birth rate is ralleled by the 
decrease in deaths during the first year of life. Deaths asso- 
ciated with disabilities suffered before, during or after birth 
have decreased much less. The stillbirth rate has remained 
unchanged. 


births, and in all deaths in the newborn. They 
state their belief that were like attention ren- 
dered all pregnant women, 10,000 of the 11,500 
women who die annually could be saved, many 
still-births prevented, and some 30,000 babies 
who now fail to survive the first year of life 
would be living. Toverud’® has demonstrated 
that a well-balanced diet and careful prenatal 
care for expectant mothers favorably influences 
the weight and vitality of the newborn, while 
premature births are markedly reduced. The 
Maternity Center Association of New York, 
which administers intensive and systematic pre- 
natal care, finds premature births occurring in 
66 per cent less of its cases than elsewhere in 
New York City. 

Litzenberg,® in 1933, stated that the actual 
number of deaths due to birth injuries has in- 
creased in Minnesota, as well as in the entire 
United States, despite a falling birth rate. 

The more common conditions occurring in the 
newborn may be classified in four groups: 

1. Disturbances of nutrition. 
2. Infections. 

3. Injuries. 

4. Congenital anomalies. 

Underfeeding in the newborn is common, 
occasionally resulting in excessive weight loss 
which causes dehydration, acidosis, and prostra- 
tion. The so-called physiologic weight loss can 
be largely avoided, if desired, by beginning com- 
plemental milk feedings after the first day. This 
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may, with benefit, be made a routine practice with 
all infants, especially those weighing under six 
pounds. Dwyer and Neff® consider this advis- 
able; on the other hand, many authorities prefer 
to employ it only in indicated cases. If the 
mother’s condition permits, the infant may be 
offered the breast six to twelve hours after 
delivery, and thereafter at four hour intervals. 
The emptying of both breasts at each nursing 
promotes an earlier and more profuse flow of 
milk, and most mothers find it necessary to 
adopt this practice on leaving the hospital. 
Where babies reveal a preference for the bottle 
to the breast, it may be necessary to discontinue 
formula 


feedings temporarily, lest premature 


weaning occur. Dehydration fever, so common 
on the third and fourth days, is entirely prevent- 
able by the administration of cow’s milk mix- 
No infant 
should be permitted to lose over one-half pound ; 


tures, or water in sufficient amount. 


such loss calls for bottle feedings to complement 
the breast until the latter is adequate. Infants 
taking an insufficient amount at the breast do 
better if fed seven or eight times daily, while 
water feeding should be dispensed with if the 
temperature is normal. Stripping of the breast 
by hand, and the use of the breast pump, aid in 
stimulating milk secretion when the baby’s nurs- 
ing effort is feeble. The infant who is unable 
to of weakness should be fed 
breast milk by a Breck feeder, or by a nasal 


nurse because 
catheter. 

Vomiting is often of serious significance, at 
this age, and requires careful investigation. In- 
creased intracranial pressure, from birth trauma 
or edema of the brain, may be _ responsible. 
Con- 
genital obstructions of the gastro-intestinal tract, 
such as atresia of the esophagus or bowel, py- 
loric stenosis, cardiospasm, and pylorospasm, 
are heralded by persistent forceful vomiting, 
which suggests that prompt x-ray study be em- 
ployed, and immediate relief of the obstruction 
attempted. 

Infections play an important and dangerous 
part in the life of the newborn, and are, in the 
main, avoidable if cleanliness and asepsis are 
observed in the infant’s care. The low resist- 
ance to most of the common infections makes 
such precautions essential at this age. Septi- 
cemia, pneumonia, and erysipelas, generally fatal 
to the newborn, develop easily. 


Sepsis presents it as an early symptom. 
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Impetigo, often wrongly called “pemphivus,” 
is exceedingly common, and frequently persists 
in hospital nurseries for months. It can cause 
fatal septicemia and should not be regarded 
lightly. Its appearance should call for prompt 
check of the sterilizing equipment; complete 
house-cleaning of the infant ward; careful ex- 
amination of the nurses and attendants for 
staphylococcic and streptococcic infections, and 
immediate removal of infected babies from the 
nursery. The skin lesions respond quickly when 
the vesicles are at once removed with alcohol, 
5 per cent silver nitrate solution applied, and 
then liberally dusted with an antiseptic powder, 
such as a mixture of three parts of calomel, two 
parts of talcum, and one part of zine oxide. 
Soap and water baths should be avoided, and 
overheating be prevented. The skin should he 
kept very dry, and ointments or wet dressings 
are generally to be avoided. Sterile olive oil, 
or mineral oil, with one per cent copper oleate 
is recommended by Swendson™ as a preventive. 

Thrush is always an indication that asepsis 
has not been maintained in the care of the nip- 
ples. If severe, it will interfere with nursing. 
Boroglyceride, or one per cent silver nitrate, or 
one per cent aqueous solution of gentian violet 
should be applied frequently. 

Dacryocystitis is a common condition, often 
secondary to the use of silver nitrate in the eyes 
at birth. If neglected, it may result in perma- 
nent stenosis of the naso-lacrimal duct. The 
pus should be expressed by pressure at the inner 
canthus, several times daily, followed by the 
instillation of argyrol or a similar antiseptic. 

Hemorrhagic disease, while not usually of in- 
fectious origin, often accompanies sepsis. It is 
responsible for many deaths during the first 
week. It is usually due to temporary deficiency 
in prothrombin, is often accompanied by a de- 
crease in platelets, and generally manifests a 
prolonged coagulation and bleeding time. The 
latter should be estimated promptly at the evi- 
dence of bleeding. Its first manifestations are 
usually the appearance of small amounts of 
blood in the stool, urine, vomitus, or from the 
cord. The prompt intramuscular injection of 
20 to 30 cc. of whole blood from any 
healthy adult usually relieves the condition; the 
dose may require repetition one or more times. 
In the more stubborn cases, direct intravenous 
transfusion may be necessary. 


C.C. 


Coagulants, such 
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as fibrinogen, hemostatic serum, and coagulen, 
are not as valuable. 

Birth injuries play an exceptionally large role 
in the pathology of the newborn (Fig. 3). A 


strenuously, with injury or shock resulting. 
rational treatment consists in removing mucus 
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Asphyxia of the newborn is often treated too 


The 


from the mouth and larynx or from the trachea 
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very common one is the tearing of the sterno- 
mastoid muscle, 
cessive traction is applied to the neck, as in 
breech presentations. This causes a hematoma 
in the muscle, often not observed until two or 
three weeks later and then appearing as a hard 
oval mass in the body of the muscle. If un- 
treated, such cases may result in permanent con- 
tracture with torticollis and severe deformity. 
Massage and stretching of the muscle should be 
begun early and be persisted in until the infant 
is able to move the head well in all directions. 

Brachial palsy, due to rupture of the brachial 
plexus, with resulting paralysis of the arm, 
should be treated early by the application of a 
splint which holds the arm horizontal, abducted, 
and externally rotated, with the elbow flexed to 
right angle. Passive and active motion should 
be started early. 

Fracture of the clavicle is a frequently over- 
looked injury, often not observed until the cal- 
lus appears two or three weeks later. It is 
especially common after breech births. While 
requiring little or no treatment, its early recogni- 
tion will save embarrassing explanations later. 


especially frequent where ex- 
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Infant deaths due to birth injuries, 
(Reproduced by permission of Dr. 


show both an absolute and 
Litzenberg.) 


in Minnesota, 
Jennings C. 


by catheter; gentle spanking, flexion and exten- 
sion of the body; rhythmic traction of the 
tongue, or stretching of the anal sphincter. Im- 
mersing the infant in cold water is not advised. 
Careful breathing into the baby’s mouth, or 
blowing air into the trachea by catheter, may be 
attempted, but care must be exercised lest the 
delicate lung alveoli be overdistended, with pneu- 
mothorax or emphysema resulting. Most effec- 
tive is the inhalation of oxygen with 5 to 10 per 
cent carbon dioxide, which directly stimulates the 
respiratory center. This may be administered 
through a mask, catheter the 
larynx; accompanying it artificial respiration 
should be attempted. The intimate relationship 
between asphyxia, atalectasis and pneumonia, in 
the newborn, and their frequent occurrence, 
would indicate that the methods and facilities 
for stimulating normal respiration at birth are 
not always adequate. Yandell Henderson, the 
physiologist, who has repeatedly stressed the 
value of oxygen with carbon dioxide, has said: 
“The first quarter hour after birth is the most 
dangerous period of life.” Its mortality is as 
great as that of any subsequent month. No 


or by a into 
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single discovery in medical science could do 
more to save lives than would measures to avoid 
the losses that now occur within a few minutes 
after birth. 

Maternal narcosis is considered a common 
cause of respiratory difficulty of the newborn, 
and, as emphasized by Murphy and Sessum,® 
narcotics should not be administered within four 
or five hours of the expected time of delivery. 

Intracranial hemorrhage presents a common 
and exceedingly serious injury. This occurs 
more frequently than is generally realized, and 
every prolonged or severe labor, forceps appli- 
cation, breech presentation, and premature de- 
livery should be regarded as potentially liable 
to cause intracranial hemorrhage in the new- 
born. It is probably the most common cause of 
stillbirth, or early death, especially in premature 
infants, who are particularly predisposed to this 
accident. Gillespie® reports that autopsies per- 
formed at the University of Minnesota on 330 
babies, dying before one month old, revealed 
birth trauma present in one-third, while prema- 
turity was responsible in almost as many more. 
In autopsies done by Adair and O’Brien’ in over 
200 cases of fetal and neonatal deaths, dystocia 
and birth injury were the causes of death in 
over one-third. Holland and Lane-Claypon™ 
also found that complications of labor were re- 
sponsible for over one-third of stillbirths and 
neonatal deaths, in a large series of autopsies. 
Cruickshank’s® careful study of 800 such post- 
mortems confirms the previous reports. 

The symptoms of intracranial hemorrhage in- 
clude: asphyxia, particularly with pallor, feeble 
and irregular respiration (attacks of apnea) ; 
weakness; inability to cry or nurse; forcible 
vomiting; convulsions; spasmodic twitching of 
the limbs; bulging fontanelle. Spasticity is a 
later development. Gross bleeding may occur 
into the cerebro-spinal fluid, and lumbar or cis- 
tern punctures should be performed frequently, 
both for diagnosis and treatment. The presence 
of blood cells in the spinal fluid is not, however, 
necessarily pathognomonic of injury, while, as 
observed by Smith,!* absence of blood does not 
necessarily rule out brain injury. He concludes 
that the other symptoms are the only satisfac- 
tory basis for making the diagnosis. 

Treatment should include intramuscular in- 
jections of whole blood, early, as hemorrhagic 
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disease may alone be the causative factor. Food 
should be administered by catheter, Breck feeder 
or dropper, as the infant is frequently unable to 
nurse. Once the hemorrhage has occurred, how- 
ever, treatment is most unsatisfactory, as ir- 
reparable damage to the brain usually results, 
Preventive measures directed toward insuring 
a labor and delivery approximating the normal 
as closely as possible should be provided when- 
ever practicable. 


Authorities are generally agreed that the 
speeding up of delivery, by injudicious use of 
pituitary extract, or by the application of for- 
ceps, is often associated with intracranial hemor- 
rhage. Plass’® also calls attention to the in- 
creased stillbirth rate where forceps are used, 
yet finds such deaths still greater, following 
breech extraction. External version, to correct 
breech presentation, should be attempted when- 
ever possible, according to Studdiford,* to 
lessen the danger to the fetus. DeLee has re- 
peatedly cautioned against haste in the delivery 
of a breech; the asphyxia which may follow de- 
layed delivery of the head is considerably easier 
to overcome than a ruptured spinal cord, or an 
intracranial hemorrhage which may result from 
forcible traction on the neck. 

The prematurely born infant starts life with 
a tremendous handicap. By virtue of his im- 
maturity he is more prone to cerebral hemor- 
rhage, to pneumonia, to sepsis, and to digestive 
disturbances. The woman who fails to provide 
herself with proper prenatal care is more likely 
to develop eclampsia, nephritis, and other condi- 
tions which may induce labor prematurely. 
Where pelvic measurements indicate that a full 
term infant cannot be delivered safely, it may 
be necessary to induce labor before term, or to 
perform cesarean section. If this can be delayed 
until the fetus weighs at least five pounds, the 
possibilities of its survival are much brighter. 
An approximate idea of the fetal weight, in 
utero, can be obtained by determining the 
occipito-frontal diameter of the fetal head; 
this has been shown by Clifford? to possess a 
constant ratio to the body weight. Measurement 
of this diameter can be done with reasonable 
accuracy by x-ray, employing Davidson’s technic. 

Tetany of the newborn, a condition which re- 
sembles cerebral injury, is described by Shan- 
non." Associated with general and cerebral 
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edema, there appears a marked tendency to 
spasms, convulsions, cyanosis, slow pulse, and 
other symptoms resembling those of cerebral 
hemorrhage. He states that the administration 
of calcium, parathyroid extract, and viosterol 
acts .to promptly relieve the condition. 

Various less serious conditions presented by 
the newborn include the following: 

Cephalhematoma deserves mention only in 
connection with the desirability of foregoing 
any operative interference unless suppuration 
appears. Otherwise expectant treatment in this 
condition as in caput succedaneum is entirely 
sufficient. 

Hydrocele should almost never be interfered 
with during infancy. 

Phimosis is physiologic at birth, and the neces- 
sity for circumcision is extremely doubtful in 
the great majority of cases. 

Tongue-tie is another normal condition rarely 
deserving the surgical attention so frequently 
applied. 

Umbilical hernia is a very common condition 
usually subsiding spontaneously in a few weeks; 
if persistent, the simple infolding of the umbil- 
icus, with retention by a wide strip of adhesive 
tape, will soon effect a cure. 

Umbilical granuloma is a common condition, 
usually developing due to failure to maintain 
dryness and asepsis in the umbilicus. It usually 
prevents proper closure of the umbilical ring 
and is thus responsible for the later develop- 
ment of umbilical hernia. It disappears prompt- 
ly if a ligature is applied around its pedicle, or 
if a silver nitrate stick is used. 


Conclusions 


1. The decrease in mortality in the neonatal 
period has failed to keep pace with that shown 
in later infancy, childhood and early adult life. 

2. Deaths at this period, if due to congenital 
malformations and unforeseen accidents, are not 
preventable. 

3. Education of women in the necessity of 
early and constant prenatal care is necessary. 
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4. Unceasing vigilance by the physician dur- 
ing pregnancy, and conservatism at the time of 
delivery, should insure the birth of more full- 
term normal infants. 

5. Careful regulation of the feeding of the 
newborn, and strict insistence on aseptic han- 
dling, will reduce the frequency of digestive 
disturbances and infections. 
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HYPERPARATHYROIDISM* 


ROSCOE C. WEBB, M.D. 
Minneapolis 


YPERPARATHYROIDISM is now def- 

initely known to be the cause of osteitis 
fibrosa cystica or Von Recklinghausen’s disease, 
and it is also known to be the cause of a small 
percentage of the cases of urinary calculi. The 
history of the development of this information is 
as fascinating as the disease itself. 

In 1834, an even hundred years ago, Raynard 
removed the entire thyroid gland from dogs, and 
death from tetany resulted, caused by the un- 
knowing removal of the parathyroid glands at 
the same time. In 1884 Schiff again removed the 
entire thyroid gland, and 60 per cent of his dogs 
died within a week of acute nervous symptoms. 
Again the parathyroid glands had been unknow- 
ingly removed with the thyroid gland. 

The actual discovery of the parathyroid glands 
was made by Sandstrom of Upsala, Sweden; they 
were described by him in 1880. Baber in London 
again independently described them in 1881. Due 
consideration was not given to this discovery un- 
til 1891, when Gley in Paris demonstrated that 
the parathyroids were frequently removed in 
total thyroidectomies and that the parathyroids 
were of vital importance. Gley’s work was con- 
firmed in 1900 by Vassale and Generali. 

In 1907 Halsted and Evans found that the 
blood supply of each parathyroid gland came 
from a small single parathyroid artery which 
enters at a distinct hilum. The nerve supply of 
the glands is from the sympathetic nervous sys- 
tem. The venous and lymphatic drainage of 
these glands has received very little study and 
very little about this is known. 

In 1901 Jacques Loeb demonstrated that 
symptoms of tetany could be produced by in- 
jecting a salt intravenously which would precipi- 
tate and diminish the blood calcium. MacCallum 
in 1909 demonstrated that the calcium content of 
the blood serum fell after parathyroidectomy and 
was the first to demonstrate the value of calcium 
in tetany. The parathyroid glands were thus 
proven to affect the available supply of calcium 
in the body. Decreased or impaired function of 


*Read before the Western Surgical Association at St. Louis, 
Missouri, December 7, 1934. 


64 


the parathyroid glands or hypoparathyroidism 
was thus proven to be associated with a low 
blood calcium without skeletal disturbances. 

Hyperparathyroidism, parathyroidism, hyper- 
function of the parathyroid glands or hyperactiy- 
ity of the parathyroid glands are synonymous 
terms, and at this late date it would seem ob- 
vious that in this condition we should have a 
high blood calcium, and, as the bones are the 
most obvious source of calcium, we should have 
skeletal disturbances. However obvious this may 
seem, when the problem was settled, it was 
worked out in a reverse manner. 

In 1891, Von Recklinghausen, writing in a 
Festschrift in honor of Virchow’s seventy-first 
birthday, used the term osteitis fibrosa to de- 
scribe a generalized softening and deformity of 
the bones with the formation of reddish brown 
tumors. The decalcification in two of his cases 
was so advanced that the bones could be cut with 
a knife. He regarded the disease as inflammatory 
in origin. Its course was slowly progressive. 
Many similar cases were reported in the litera- 
ture. 

In 1904, or thirteen years later, at necropsy, 
Askanazy reported the finding of a parathyroid 
tumor in a case of Von Recklinghausen’s dis- 
ease. It would seem that this finding would 
have completed the study and have supplied the 
answer to the problem. Erdheim had, however, 
suggested such a relationship in the previous 
year. The cause of osteitis fibrosa was consid- 
ered to be a disturbed metabolism of calcium, 
and the parathyroid enlargement was interpreted 
as a compensatory hypertrophy. Erdheim had 
studied the parathyroids in rickets and postulated 
that hyperplasia in these glands is secondary to 
changes in the bones. The parathyroid enlarge- 
ment was apparently considered in the same 
manner as simple thyroid enlargement. Parathy- 
roid enlargements were as a result searched for 
at necropsies, and in 1925 Hoffheinz reviewed 
forty-five reported cases in twenty-seven of 
which there were skeletal changes. 


In 1923 Adolph Hanson, a surgeon, interested 
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in the parathyroids and not specially trained in 
chemistry, extracted the parathyroid hormone 
from bovine parathyroid glands in his home lab- 
oratory in Faribault, Minnesota. Hanson boiled 
the parathyroid glands in a solution of one per 
cent hydrochloric acid in distilled water to ob- 
tain the active substance. Hanson used this sub- 
stance intramuscularly on parathyroidectomized 
dogs, and brought the serum calcium up to nor- 
mal and also above normal, and reported these 
experiments in 1925. 

In 1925 Mandl had a man thirty-eight years 
of age with osteitis fibrosa cystica, and in the 
light of our present knowledge it would seem 
that there was but one course to pursue. The re- 
lation between osteitis fibrosa cystica and para- 
thyroid tumors had been frequently discussed. 
The question of extirpation of the tumor had 
been suggested but was rejected as too radical. 
He chose therefore the previous and apparently 
more conservative theory of Erdheim and trans- 
planted the parathyroids from a moribund acci- 
dent victim into the abdominal wall of his pa- 
tient. His patient became definitely worse. 
Mandl then removed the transplanted tissue and 
explored the neck of his patient and removed a 
parathyroid tumor. His patient then steadily 
improved. Following the publication of Mandl’s 
report there has been a steadily increasing num- 
ber of cases reported. 

In 1930 Jaffe and Bodansky injected parathor- 
mone into puppies and produced decalcification 
and resorption of the existing bone with fibrous 
replacement of the marrow and other features 
of osteitis fibrosa. 

In 1931 Johnson and Wilder demonstrated 
that simultaneous administration of irradiated 
ergosterol and parathormone did not prevent the 
bone changes, thereby proving that the disorder 
is not one of vitamin D deficiency, such as osteo- 
malacia and rickets. 

Clinically, hyperparathyroidism occurs more 
frequently in females than in males. The course 
of the disease is usually measured in years. The 
symptoms include bone pains and tenderness, 
muscular weakness, attacks of nausea and vom- 
iting, polydipsia and polyuria, loss of weight, 
pathological fractures, bone deformities, renal 
calculi and depositions of lime salts in other 
parts of the body. The serum calcium will be 
found increased and the serum phosphorus is 
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diminished. Radiography will show generalized 
rarefaction of bones with numerous cysts. 


Case Report 


The case which I wish to report had several un- 
usual features, among which was a strongly suggestive 
family history of this diseasé. The patient was a young 
woman, unmarried, twenty years of age, housekeeper 
for her father. On January 1, 1934, she was weighing 
herself, and on stepping backward off the scale, tripped 
over a suitcase and fell to the floor, fracturing both 
femurs in the upper thirds of the shafts. On January 
2, 1934, she came under my care at the Asbury Hospital 
in Minneapolis 

Family History—Her maternal grandfather had a 
very marked kyphosis which began to develop when he 
was a young man. 

Her mother died at the age of thirty-five years when 
the patient was eleven years of age. She was small 
featured and of slight build. At the age of twenty she 
passed two renal calculi. She was always delicate and 
had severe headaches for ten years before her death. 
She had a weak stomach and suffered considerably 
from vomiting. Two years before her death she de- 
veloped difficulty in walking, and had some joint trou- 
ble. One physician diagnosed a muscular atrophy. At 
about this time she began to develop a kyphosis. Eight 
months before her death she stumbled in her home and 
fractured a femur. This apparently healed, but she 
subsequently died, and the diagnosis given was osteo- 
malacia. 

Her father is living. One sister and one brother are 
living and well, aged sixteen and nineteen years, re- 
spectively. The family history is otherwise negative. 

Past History—The patient was apparently a normal 
girl until seventeen years of age, when she weighed 
126 pounds and was five feet three and one half inches 
tall. She was on the basket ball team in high school 
until her senior year, when she was just seventeen. 

Present Illness —The present illness began in October, 
1930, at the age of seventeen with a convulsion. She 
had nausea and vomiting for several days with al- 
buminuria. This attack came on following exposure to 
cold. She remained in bed for one month, and she 
complained of aching in her legs and teeth. Recovery 
apparently occurred, but she subsequently had several 
attacks of uncontrollable vomiting following exposure 
to cold. Some time in 1932, about two years before 
admission to the hospital, she first noticed a nodule 
in the region of the lower pole of the right lobe of 
the thyroid gland. From the time of the onset of her 
present illness she felt that she had not much sense of 
balance. She would at times walk on the street in a 
weaving manner, causing her friends to remark about 
it. She never fell, however. In July, 1932, she had an- 
other severe attack of nausea and vomiting with albu- 
minuria, and was kept in bed for a few weeks. In 
August, 1933, she had an attack of nausea and vomiting 
and albuminuria, accompanied by pains in the legs. 
She was tired and weak and was kept in bed for six 
weeks with the diagnosis of toxic goiter. After this 
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walking, and she 
had pains from her knees to her hips. The thigh re- 
gions felt sort of stiff and hurt when she walked. She 
drank more water than usual, with associated increase 


attack she had more difficulty in 





Fig. 1. 


X-ray of both femurs January 2, 
ture of each shaft in the proximal third. 
of bony destruction about the site of each fracture. 
destruction causing a decrease in the size of the neck of the 


1934, showing frac- 
There is a large area 
Note the 


left femur as compared to the right. Note area of destruction 
in middle third of left femoral shaft. Also note the absorption 
and trabeculation of the distal portion of each femur. Areas 
of destruction may also be seen in the inferior ramus of the 
left pubis. 


in urinary output during the day and at night. During 
the two years before admission she did not like cheese, 
and was barely able to drink milk. She liked cream and 
green vegetables, but could not eat eggs unless they 
were hard boiled. Her weight, two months before ad- 
mission, was ninety pounds, and on the day of injury 
it was one hundred and five pounds. 
Examination —On physical examination she was fair- 
ly well developed, rather poorly nourished and weak. 
She appeared acutely ill. The teeth were in good con- 
dition. The neck appeared normal, but on palpation of 
the thyroid gland in the region of the right lower 
pole, a nodule about the size of a walnut could be 


felt. About two-thirds of the lump would recede un- 
der the sternum. The lump was attached to the thy- 
roid. It was not tender, and had the general appear- 


ance of an adenoma of the thyroid. The heart rate 
was about one hundred per minute. The upper extremi- 
ties were weak; she was unable to handle herself in 
bed with the aid of an over-head trapeze. The lower 
extremities were fractured just below the hip region 
and were in splints. The physical examination was 
otherwise negative. 

X-ray examination was made immediately of both 
femurs by Dr. R. G. Allison. These showed pathologi- 
cal fractures through the proximal thirds of the shafts 
with slight over-riding and lateral angulation of the 
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fragments. There was marked destruction of hone jn 

There was marked destruction of bone 
on the medial side of the shaft of the left femur at 
the junction of the middle and distal thirds. 

Additional x-rays of the skeleton were also made. 
There were areas of bony destruction in the pelvic 
bones, the ribs, scapulez, the proximal thirds of both 
humeri and the vertex of the skull. The bones of the 
skull showed a somewhat granular ground glass ap- 
pearance which was also present in the entire lumbar 
and dorsal spine. Dr. Allison reported that the ap- 
pearance of these lesions was that associated with 
hyperparathyroidism. 

The patient was placed in bed with both lower ex- 
tremities in Thomas splints with Pearson attachments 
and suspended in abduction from an over-head frame. 
Traction was made with adhesive plaster on both 
thighs, and a weight of fifteen pounds was placed on 
each. (Skeletal traction is not feasible because of the 
extreme softness of the bones.) 


this region. 


The temperature was approximately 100 degrees dur- 
ing the evenings of the first three days. Pulse rate 
ranged from 90 to 110; respirations 20 to 25. Blood 
pressure: 135 systolic and 95 diastolic. Urine exami- 
nation, January 3, 1934: specific gravity 1.010, acid, 
trace of albumen, slight reduction of sugar. January 
4, sugar was absent. Blood examination, January 3, 
1934; hemoglobin 77 per cent; r.b.c. 4,200,000; w.bc 
15,200; pmns. 77 per cent, lymphocytes 14, large mono- 
nuclears 6, eosinophiles 2, basophiles 1. Red_ blood 
cells normal. Wassermann test was negative. Basal 
metabolism test was minus 4 on January 4. . Blood cal- 
cium examination was made by Dr. Floyd Grave and 
reported as 14.3 per cent, which was about fifty per 
cent above normal. 

Operation.—The slight fever and the increased white 
blood cell count were associated with a slight upper 
respiratory infection, and operation was delayed until 
January 10, 1934. 

The patient was taken to the operating room wear- 
ing the Thomas splints with pulleys attached to the 
ends of the splints and ten pounds traction on each. 
The ends of the splints were tied to the lower end of 
the operating table, thus permitting traction and at the 
same time keeping the patient on the table while the 
head of the table was raised in the usual position for 
a goiter operation. 

Using local anesthesia, the usual collar incision was 
made, and the thyroid gland was exposed on both 
sides. The thyroid gland appeared normal in size, 
shape and consistency except that on the right side at 
the lower pole there was a nodule about the size of a 
walnut which had the general appearance of a thyroid 
adenoma. 

Both lobes of the thyroid gland were carefully sep- 
arated laterally and turned forward. Two parathyroid 
bodies were identified on the posterior surface of the 
left lobe, and the superior parathyroid body was identi- 
fied on the right lobe. The tumor at the lower pole of 
the right lobe was then dissected from its attachment 
to the thyroid and found to be a distinctly separate 
nodule. The nodule was immediately examined under 
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the microscope and identified as a parathyroid tumor. 
The wound was then closed in the usual manner, and 
the patient was returned to her bed with the lower ex- 


tremities in suspension and traction with abduction. 





Fig. 2. Parathyroid adeno- Fig. 3. Parathyroid adeno- 
ma, gross specimen, external ma, gross specimen, cut sur- 
surface. face. 


The pathological report by Dr. J. S. McCartney was 
Under low power the tumor has a uniform 
appearance of rather pale staining masses of cells 
with here and there connective tissue which slightly 
separates into lobules. There are occasional large hya- 
line masses scattered irregularly through the section. 
Under high power there is a suggestion of nest ar- 
rangement; there is no suggestion of glandular forma- 
tion, and a fine connective tissue is separating these 
nests from one another. The cells making up the nests 
for the most part are very pale staining. Many cells 
take practically none of the eosin stain. Some stain 
deep pink. The cell borders are very sharp with some 
variation in the size of the cells. Individual cells look 
There is great variation in the 


as follows: 


not unlike liver cells. 
size of the nuclei, some being very small and some 
extremely large. No mitotic figures are seen. Most of 
the nuclei are vesicular and very hypochromatic. Most 
of the cells contain a single nucleus, but multinucleated 
cells are not uncommon. Aside from the hyaline masses 
there is nothing which in any way suggests colloid. Di- 
agnosis: parathyroid adenoma. 

During the first three days following operation, both 
sides of her face and both hands felt numb. There was 
no other evidence of post-operative tetany. The con- 
valescence from the operation was otherwise uneventful. 

As soon as she was able to take a full diet she was 
given milk with each meal and between meals. Cheese 
in various forms was included in the daily diet, and 
she was also given calcium gluconate. As this was not 
a deficiency disease, she was not given any medication 
to supply vitamin D. 

She rapidly gained strength and in a few weeks was 
as comfortable as any patient with similar fractures. 

On February 6, 1934, one month after operation, the 
blood calcium report by Dr. Grave was 9.3 mgm. per 
cent. April 17, 1934, the report on the blood calcium 
was 9.9 mgm. per cent. The blood examination on 
April 14, 1934, was: hemoglobin 83 per cent and red 
blood cell count: 4,600,000. 

X-ray examinations were repeated at frequent inter- 


vals. On March 13, 1934, two months after operation, 
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x-rays showed the fractures of the two femurs united 
in good position with bony callus. There was slight 
evidence of new bone in the lesion in the middle third 
of the left femur. 





Fig. 4. Parathyroid 


photomicrograph. 


adenoma, 


On May 10, 1934, four months after operation, the 
fractured femurs were shown to be firmly united in 
good position. The defects in the neck of the left fe- 
mur and in the middle third of the left femur showed 
definite increase in new bone formation. The coarse 
trabeculations of the shafts of the femurs shown in 
the original x-rays were definitely less pronounced. 
The cystic area in the inferior ramus of the left pubic 
bone had filled in completely. 


On June 14, 1934, five months after operation, the 
patient was allowed up on two walking caliper braces 
and crutches. Her weight at this time was one hundred 
and thirty pounds. 

On June 20, 1934, she left the hospital for her home. 


September 5, 1934, nine months after removal of the 
parathyroid tumor, x-rays showed the fracture of the 
left femur firmly healed. The walking caliper brace on 
the left lower extremity was discarded. The brace on 
the right lower extremity was continued because of 
slight lateral angulation at the point of fracture, and 
because the union did not appear as firm as on the left. 

On November 23, 1934, the right walking caliper 
brace was removed, and she was discharged as cured. 
The lower extremities were of equal length, and each 
measured thirty and one-half inches from anterior su- 
perior spine to the internal malleolus. Her weight was 
one hundred and thirty-seven pounds. Her height with 
shoes off was five feet, two inches. She stated that she 
had not felt as well since her high school days, three 
years previously. 
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X-rays taken of the two femurs showed bony de- 


fects well repaired. 
improvement 
regenerated. 


with the destructive areas about 





Fig. 5. 


X-ray views of both femurs October 29, 
and one-half months after removal of parathyroid adenoma. 
Note the repair in the inferior pubic ramus, the regeneration in 
the neck of the left femur, the repair of the fractures and the 
destructive areas about the fracture area, the repair of the area 
of destruction in the middle of the left femoral shaft and the 
disappearance of the coarse trabeculations in the femoral shafts. 


1934, nine 


The treatment of hyperparathyroidism is re- 
moval of the parathyroid adenoma. Fortunately, 
multiple adenomata are rare. The adenoma, 
however, may not be large. The severity of the 
disease is apparently not dependent upon the size 
of the tumor. The parathyroid adenoma may 
arise from any one of the parathyroid glands and 
the situations of the tumors are as variable as 
those of the glands themselves. The tumors have 
been found retrosternally in the posterior medi- 
astinum, in the anterior mediastinum posterior 
to the posterior thyroid capsule and in the thy- 
roid gland itself as well as in the more common 
locations. 

The preoperative treatment should consist of 
a diet rich in calcium, such as milk and eggs 
accompanied by calcium gluconate by mouth. 

The post-operative treatment should be a con- 
tinuation of the preoperative treatment. In ad- 
dition, the surgeon should be prepared to give 
paroidin (Hanson) intramuscularly and calcium 
chloride intravenously in case symptoms of tet- 
any appear. As the disease is not a vitamin D 
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Discussion 
Dr. ArNoLp ScHwyzer (St. Paul, Minn.): I really 


have no right to open this discussion, but on the train 
coming down, Dr. Webb asked me to say a few words. 
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This case is a paradigm. You have here an entirely 
normal thyroid with exception of a lump down in the 
lower pole, and that being an adenoma, which is clearly 
of parathyroid character, as you see on the screen. The 
photomicrograph is very good, much better than many 
we have seen. 

The history was classical for the parathyroid adeno- 
ma. The patient just fell over a suitcase and fractured 
both femurs. But there is something more in the his- 
tory, in that the patient’s mother, late in life, started 
with severe curvature of the spine and, on a slight 
injury, fractured her right femur, which leads us to 
believe that there may be something familial in these 
cases. Of this we know very little, and it is stimulating 
for us to look into this condition in other cases. 

In the postoperative course there is something that 
stands out in these cases. In one of my own there was 
a striking result—the patient came in and was herself 
very surprised how well she felt, and how promptly 
this improvement set in. This is the rule in these cases. 
Why is that? 
tetany follows. 


If hypoparathyroidism is pronounced, 
The threshold for muscle stimulation 
is greatly lowered, while in the hyperparathyroidism it 
is raised—it takes more electricity to contract the mus- 
cle. The patients have become languid, they feel tired, 
they feel worn out and old, and they may not know 
this is a feature of the disease. After the operation all 
this worn-out condition disappears promptly, long be- 
fore the bones show any changes in the x-ray picture. 
But the blood calcium is changed and therefore the 
patient feels this prompt improvement. In the picture 
we saw the splendid callus formation in the two fe- 
murs where nothing had been left of real bone tissue, 
only some cysts with a thin shell. This started me won- 
dering whether in delayed union it would not be a 
sensible thing to attempt to reduce the action of the 
parathyroids, even if they should be normal. 


Dr. KELLocc Speeep (Chicago, Ill.): The changes in 
calcium metabolism induced by both hypoparathyroid- 
ism and hyperparathyroidism lead to very fascinating 
physiologic states, of which Dr. Webb’s case is an ex- 
ample. Hyperparathyroidism interferes with the heal- 
ing of fractures, as I showed experimentally several 
years ago. 

I wish to show you a picture of a woman who was 
first seen in 1926 (lantern slides). She was thirty-two 
years old and had pain in her back, thumb and pelvis. 
In the pelvis was a spot of cystic degeneration of the 
bone, which in hyperparathyroidism always starts by 
attacking the cancellous portion of the bone, for it is 
that part which is exposed to better blood supply and 
the action of the hormone. She had also, in the jaw 
and in the thumb, a large cystic area. The cystic mass 
in the thumb was excised and found to consist of a 
thick, fibrous periosteum enclosing a reddish cystic 
mass of bone, with some spicules left behind showing 
many giant cells in the microscopic section. The path- 
ologic diagnosis was giant cell sarcoma. Immediately 
after the excision of the cyst a transplant of bone of 
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proper size, taken from the tibia, was inserted at the 
base of the thumb to take the place of the degenerated 
metacarpal which had been completely removed. 

This transplant has been watched for about nine 
years. The bone in the course of a year assumed, 
somewhat, the aspect and shape of a metacarpal bone, 
but its density remained as of the original time of 
transplantation. This density slowly changed from 
year to year, and finally, after eight years, the bone 
has assumed, more or less, the shape of the metacarpal, 
and function has almost returned to normal, so the 
patient can sew and use her hand quite well. Her 
spine, in the meantime, has shrunken about four inches. 
The interesting point which is difficult to understand is 
that if the blood was surcharged with parathormone 
why did it not take up this bone transplant and trans- 
form or absorb it rapidly? Is there some difference 
in the absorption of cortical bone as compared to the 
medullary? Her blood calcium has remained about the 
same, 13.6 all the time. She has, at times, passed urine 
like milk; has had many urinary calculi and is a piti- 
able object from whom I cannot get permission to re- 
move the parathyroid gland. 


Dr. Frank H. LAneEy (Boston, Mass.): I hesitate 
to inflict myself on you, except that I have had some 
interesting experiences with these hyperparathyroid 
tumors that may be of some interest to you. 

It is interesting to note that this patient who was 
operated upon in 1925 has again appeared in the litera- 
ture in the last year. At return the patient was re- 
operated on, with two normal parathyroids and two 
parathyroid tumors. I think the question is not settled. 
As you know, Dr. Albright and an associate have done 
some very interesting work. They are convinced that 
one can have the same difficulty from the parathyroids 
as from the thyroids, that they can have hyperplasia 
and so on. I think this is difficult, but it may explain 
why some of these patients who have adenomas re- 
moved may have recurrences. We have had five of 
these cases in which the parathyroid adenoma was 
discovered within the thyroid itself. In three hyper- 
parathyroid cases, which I saw at the City Hospital, 
they had been removed and yet the patients were not 
relieved, and on further search the parathyroid ade- 
noma was found within the thyroid itself. I would 
suggest that you carefully palpate the thyroid gland 
for the presence of the intrathyroid parathyroid 
growth there. They pulsate very markedly and also 
may be very small. 

Another interesting point is that tetany may accom- 
pany all these cases. If this occurs it must be that the 
calcium is maintained by the parathyroid, and the same 
situation has arisen with us in relation to cortical 
adrenal adenomas. I recently reported to the A. M. A. 
the case of a patient with a typical adrenal tumor who 
finally died and we found an adenoma on the other 
side. I think this is a parallel situation which explains 
the recurrence of these symptoms in hyperparathy- 
roidism. 
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Poliomyelitis In 1935 


The epidemic of poliomyelitis from which the 
East has been suffering this summer began in 
North Carolina and had reached such propor- 
tions by August that the President deemed it 
wise to cancel the Boy Scout Jamboree sched- 
uled to be held in Washington, D. C. 

Though not so malignant nor extensive an epi- 
demic as has been experienced by various other 
parts of the country in previous years, an epi- 
demic of infantile paralysis, so-called, 
strikes terror to a community. 


always 


The medical profession has had little of es- 
tablished value to offer in the treatment of this 
disease. The enthusiasm for immune serum and 
adult serum has waned. Its value is probably 
limited to the cases receiving injection soon be- 
fore exposure. Instead of the disease beginning 
as a generalized infection eventually resulting 
in anterior horn involvement, there is good ex- 
perimental evidence to show that the infection 
gains its entrance to the human organism 
through the olfactory passage, attacking the cen- 
tral nervous system by way of the olfactory 


nerves and bulb. If this be true, serum treat- 
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ment after the onset of symptoms is not likely 
to be effective. If less than one in sixteen of 
individuals infected develops paralysis and the 
majority of adults possess an active immunity. 
evidence of a previous infection, the hope of 
controlling the disease seems to rest in the de- 
velopment of a vaccine. 

Recent research has given some promise of 
developing a successful vaccine. Kolmer of 
Philadelphia has used a 4 per cent emulsion in 
1 per cent sodium ricinoleate of spinal cord ob- 
tained from monkeys infected with the disease. 
Although this emulsion is capable of producing 
the disease by direct injection intracerebrally in 
monkeys, no untoward results have followed in 
any of the 6,000 or more individuals so far in- 
jected. He had proved the development or in- 
crease in antibody formation in twenty-one of 
twenty-five children originally inoculated. 

Brodie of New York has been using a similar 
emulsion inactivated with 0.1 per cent formalin. 
His preparation is not capable of producing the 
disease on intracerebral injection and _prophy- 
lactically is given in larger doses. Some 4,000 
individuals in the vicinity of New York have 
been inoculated with his vaccine. 

Fortunately, the epidemic has not made its 
appearance in Minnesota although a few cases 
have been reported. We are not likely to suffer 
this year, as the disease subsides with the com- 
ing of frost. 

Nevertheless, this work with vaccination going 
on in the East will be watched with great in- 
terest. The peculiar characteristics of an epi- 
demic of poliomyelitis require extensive trial of 
any vaccine before conclusions are justified. 





Extension Courses 


Medicine covers such a wide field that there 
is no end to the acquisition of new knowledge. 
Personal experience is a good teacher, but the 
experience of others is indispensible. 

The professional life of the older practitioners 
covers the period of greatest advance in medical 
science. But even the recent graduate must con- 
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tinuously study and add to his fund of knowl- 
edge if he is to keep abreast with medical prog- 
ress. 

The development of extension courses in con- 
nection with medical schools has come to be rec- 
ognized more and more as a practical means for 
the busy practitioner to keep abreast of the 
times. The University Medical School, in con- 
junction with the Committee on Hospitals and 
Medical Education of the State Medical Asso- 
ciation, provides a variety of such extension 
courses and the report for the past year shows 
an increasing interest in these courses on the 
part of practitioners throughout the-state. 

Medical short courses were held during the 
year 1934-1935 at Austin, Olivia, Blue Earth, 
Albert Lea, Glencoe and Hutchinson, thirty-eight 
lectures in all, with an enrollment of ninety- 
three. A short course was also held September 
24 and 25, 1934, at the University. This con- 
clinics on diabetes mellitus, 


sisted of cancer, 


heart disease, fractures and tuberculosis. Some 
ninety-three physicians took advantage of this 
course. Other courses included evening lectures 
by Dr. Diehl on Preventive Medicine, by Dr. 
Ellis on Allergy, by Dr. Myers on Diseases of 
the Chest. 

The Refraction Course conducted at the Uni- 
versity by the Department of Ophthalmology 
last April was so successful that it will be re- 
peated in November. Announcement of this full 
time course appears elsewhere in this issue of 
the journal and the details pertaining to the 
course can be obtained by reference to the an- 
nouncement in the March number of MINNESOTA 
MepicInE (page 171). The of this 
course suggests that similar intensive full time 
courses in other fields of medicine and surgery 
might be equally valuable. 

During the last winter, 242 physicians were 
enrolled in the extension courses furnished. It 
is a simple matter for a county society to ar- 
range for a course and we predict an even great- 


success 


er enrollment this winter. 

Medical and surgical clinics will be held this 
vear at the University on the two days preceding 
the Homecoming game, October 24 and 25. 
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EDITORIAL 


Thomas McCrae 


The passing of a man of the caliber of Dr. 
Thomas McCrae deserves more than casual men- 
tion. His name will ever be closely linked with 
that of Sir William Osler with whom he was 
closely associated in practice and in medical lit- 
erature. His brilliance has undoubtedly been 
somewhat dimmed by the outstanding position 
held by Osler in his generation. 

Born in Guelph, Ontario, Dr. McCrae studied 
at the University of Toronto, receiving the de- 
grees of Bachelor of Arts in 1891, Bachelor of 
Medicine in 1895 and Doctor of Medicine in 
1903. He became an Instructor in Medicine at 
Johns Hopkins Medical School in 1900, an As- 
sociate in Medicine in 1901 and an Associate 
Professor in 1906. In 1907 he became a Fellow 
of the Royal College of Physicians. 

Dr. McCrae moved to Philadelphia in 1912 to 
accept the appointment as Magee Professor of 
the Practice of Medicine and Clinical Medicine 
at the Jefferson Medical School. He served as 
chairman of the section of the Practice of Medi- 
cine of the American Medical Association in 
1914-1915 and was a past president of the 
American Association of Physicians. 

Assisting Osler in the editing of the first edi- 
tion of his System of Modern Medicine, which 
was published in the years 1907-1910, McCrae 
re-edited the third edition of 1925-1928. Fully 
as important for practitioners in English speak- 
ing countries has been the continuation by Dr. 
McCrae of the publication each five years of 
Osler’s one volume Practice of Medicine, which 
still is the most valuable single volume on medi- 
cal diseases. 

We can only bow our heads in awe at the 
close of a life which showed such undeniable 
evidence of medical genius and industry. The 
name of McCrae will be handed down in history 
as doubly famous. It had already become well 
known through Dr. Thomas McCrae’s brother, 
the late Dr. John McCrae, author of the World 
War poem, “In Flanders’ Fields.” 
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What Can I As An Individual Mem- 
ber of the County Society Do to Help 
Organized Medicine? 


The above question is heard in varying guises 
whenever doctors get together to talk about the 
problems of the medical profession. One sug- 
gestion will accordingly be offered in these col- 
umns each month as an aid to those who are at 
a loss for something to do and who want some- 
thing definite and concrete. 


Suggestion Number One 


This month’s suggestion concerns the high 
school debates on State Medicine (See Debating 
State Medicine, below). 

What. can you do about it? 

1. Get acquainted with the debating coach and 
members of the debate teams in your high school 
if they are entering the state championship contest. 

2. Write to the State Secretary’s office for infor- 
mation on the subject, particularly on the negative 
side and including material printed in the Medical 
Economics columns of Minnesota Mepicine during 
the past year or more. 

3. Be present at the time of the debate. 

4. Request that you be given the privilege, after 
the debate is over and the decision given, of ex- 
plaining to the assembled listeners the dangers to 
the practice of medicine and to the public health of 
the socialization of medicine. 

5. Enlist the codperation of your wife, who is 
doubtless a good member of the Auxiliary. She 
can help you in this project. In fact, there is no 
reason why several members of the county society 
and their wives cannot codperate in carrying on 
this work. 


Debating State Medicine 


The Ninth Annual Debate Handbook (1935- 
1936) on “Socialized Medicine” is now off the 
press. 

High schools all over the State have recon- 
vened and within a short time literally hundreds 
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of boys and girls will be studying this handbook, 

first and foremost, for all the arguments for 

and against the following proposition: 
“Resolved: That the Several States Should Enact 

Legislation Providing for a System of Complete 

Medical Service Available to All Citizens at Public 

Expense.” 

Whether or not this is a proper subject for 
high school debate may be open to question. But 
objections on that ground are beside the point 
now. 

It remains only for the 1935-1936 schedules to 
be completed and the debate coaches all over the 
State will be at work instructing and guiding 
their young charges. 


102 Schools Engaged 


Last year 102 high schools engaged in these 
inter-scholastic debates arranged and scheduled 
under the auspices of the Minnesota State High 
School League, which manages all of the inter- 
scholastic, athletic, debating and oratorical meets 
for Minnesota schools. 

There is no doubt in the mind of Mr. O. F. 
Smith of Anoka, director of the League, that the 
same and perhaps still more high schools wi!l 
enter the debating contest this year. 

These high schools are divided into regions. 
The high schools within the regions compete for 
regional honors. The regional winners compete 
for state honors. Then the two winners in the 
state contests compete for the championship. 
The schedule is so designed, furthermore, that 
each debater will have a chance to defend both 
the affirmative and the negative. 


Thousands Will Hear 


In all, thousands of persons in Minnesota will 
hear the earnest arguments of youngsters, pro 
and con, this winter concerning medical care and 
the lack of it; concerning the amount of the 
doctor’s bill and the difficulty of collecting it; 
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concerning new methods of practice which may 
or may not bring better medical care to all of the 
people at a lower cost, according to the side on 
which they may be laboring. 

Here is a debate subject, furthermore, con- 
cerning which all who participate and most of 
those who hear it have had some experience. 
They will therefore feel a much more personal 
interest in it than in the old standbys such as 
disarmament and taxes, and, in fact, Mr. Smith 
reports an unusual interest evident already in the 
subject. 

What, then, will be the sources of information 
toward which the debate coaches in these 100 
or more schools will direct their charges? 

First, there will be the handbook. This hand- 
book was edited by Mr. Bower Aly, debate coach 
of the University of Missouri. It is designed to 
cover both sides of the argument and it will be 
purchased at cost, through Mr. Smith’s office, 
by each of the schools entering the debate for 
use of their debaters. 


Free Material 


In addition to the handbook, two packets have 
gone out or will go out from Mr. Smith’s office 
to each of the schools. One of these contains 
the following pamphlets supplied by the Julius 
Rosenwald Fund, and all of these, of course, 
supporting the case for a reform of medical 


‘services : 


The Survey Graphic, December, 1934 (devoted ex- 

clusively to medical care and called “Buying 
Health”) 

Economic Aspect of Medical Services, Committee on 
Costs of Medical Care 

Picture Book on Costs of Medical Care, Julius Ro- 
senwald Fund. 

Case Stories in Medical Services 

Laymen’s Views About the Costs of Medical Care 
(Chamberlain, Waldron, Crichton) 

Ability to Pay for Medical Care 

American Approach to Health Insurance, by Michael 
M. Davis. 

Medical Economics by Brooks Quimby 

From the American Medical Association, tlie 

following pamphlets: 

A Critical Analysis of Sickness Insurance 

Some Defects in Insurance Propaganda 

Sickness Insurance Catechism 

Sickness Insurance not the Remedy 


“Health Heroes” Included 


The other packet contains the Metropolitan 
Life Insurance Company’s series on Health He- 
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roes, designed to give the debaters a background 
of the great accomplishments of medicine and 
medical men. 

Along with the handbook goes, of course, the 
bibliography prepared by Mr. Aly and listing 
many excellent sources of information, only part 
of which will be accessible to debaters in the rur- 
al high schools. 

It is obvious, so far as the free material im- 
mediately available through the school channels 
goes, that the negative of this proposition is in- 
adequately represented. This is the side which 
organized medicine will maintain in the wider 
debate on the same subject that will quite pos- 
sibly go on in the halls of Congress within an- 
other year. 


Physicians Disagree 


Furthermore, the Debate Handbook will find 
physicians in disagreement with some of the 
premises and conditions laid down at the start 
as matters for acceptance without argument by 
the debaters. 

There is no doubt, whatever, that Mr. Aly 
intended to prepare a book which should be 
equally useful for both affirmative and negative 
debaters. 

He leaves it, however, to Professor 
Quimby, director of debating for Bates College. 
Lewiston, Maine, and a member of the Commit- 
tee on Wording of the Debate Proposition for 
the National University Extension Association, 
to sketch in the field for the debaters. Mr. Quim- 
by is an economist himself and editor of the 
Pollak Foundation’s “Debater’s Handbook on 
Medical Economics.” 
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Many Receive Inadequate Care 


The following are given as accepted facts 
which presumably neither side of the controver- 
sy will deny in Mr. Quimby’s article selected by 
Mr. Aly to lay the groundwork for the contro- 
versial articles that succeed it. (One of the lat- 
ter is by Michael Davis, arch-protagonist of 
sickness insurance, the other by Dr. R. G. Le- 
land, director of the Bureau of Medical Eco- 
nomics of the American Medical Association. ) 

“Partly, at least, as a result of the unequal burden 
on individual families, many people are not receiving 
proper care... 

“Many smaller communities do not have sufficient 
people or income to support a physician while Chicago 
has physicians on its relief roll... .” 
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“In cities for lack of organization of the profession 
there is a helplessness and incapacity to search out 
medical service needed from the bewildering array 
offered. . . .” 


The Battle is On 


“With the impossibility of any one family budgeting 
illness and with the resulting lack of adequate medical 
care the main question is clear; what can be done to 
enable every person to have adequate medical care at 
a cost within his means?” ... 

“The battle is on,” says Mr. Quimby in conclusion. 
“Out of it will surely come a greater understanding 
of our present-day problems and an evaluation of the 
possibilities of experiments already in the process of 
development and, possibly, an American solution of 
one of our greatest social problems.” 

No one hopes more than the medical profes- 
sion that greater understanding of economic 
problems will come out of these debates. But 
physicians do not, at the outset, agree that better 
distribution of medical care is one of our great- 
est social problems. 


Open to Question 


They consider it decidedly open to question 
that “something must be done to enable every 
person to have medical care at a cost within his 
means,” particularly if that something involves 
any radical change in the present system of de- 
livering medical care. 

They consider it open to question that any 
great number of people who really want it have 
been deprived of medical care. They gravely 
doubt, also, if everyone who needed it would 
make use of facilities for medical care even if 
they were made available at no cost by the gov- 
ernment. They also doubt very much if the kind 
of medical care thus provided would be worth 
the money it cost. 

Thus the physician opposes a totally different 
set of facts to those regarded as self evident and 
beyond need of argument by the economist. 

Who is to present the physician’s point of 
view to these high school boys and girls? 


Medical Packet 


The Minnesota State Medical Association has 
assembled some additional material at state 
headquarters, 11 W. Summit Avenue, St. Paul, 
which will assist materially in supplying the 
physician’s point of view. 

It includes a handbook on the subject pre- 
pared by the American Medical Association’s 
Bureau of Medical Economics which assuredly 
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should be made available to every debater on 
this subject. This handbook will not go out in 
the free packet sent from the League Head«uar- 
ters in Anoka. It will be a part of the library 
loan packet from the American Medical .\sso- 
ciation but only a few will get at it by that meth- 
od and it is therefore imperative that debaters 
all over the state be urged to send to state head- 
quarters in St. Paul for it. 


Minnesota Personages 


The State Medical Association’s packet will 
include, also, some material of special impor- 
tance to Minnesota students, notably talks by 
personages known to all Minnesotans, Arch- 
bishop John Gregory Murray of St. Paul, and 
Dr. C. W. Mayo of Rochester. It will include 
also the important paper by Dr. R. E. Scammon 
of the University of Minnesota called “What is 
Guild Medicine?” published in Mrnnesora 
MEDICINE, every Minnesota 
should ?ead. 

Of course, facts and figures can be cited to 
prove or disprove any aspect of the problem of 
treating the sick. No matter how thoroughly 
they are studied they will not yield up the whole 
story about the delivery of medical care as the 
physician knows it. 

It should therefore be the business of some 
physician in the communities where these de- 
bates are to be held to talk personally to the de- 
baters. 


which debater 


Doctors Should Know 

Most doctors can give information enough 
based upon their own experience in caring for 
the sick to show the folly and futility of any 
government system of medicine. It is for that 
reason that members have already been asked 
in every town to get in touch with school author- 
ities at once and find out if the same school 
would enter the contest this year. 

When the calendar for the ensuing year is 
made up, which should be within the next month, 
the names of this year’s schools will be printed 
in these columns. It should then be the duty of 
at least one representative of the local medical 
society to get in touch with the debate coach and 
members of the teams. 


Talking to Debaters 
This representative should see that the de- 
baters have an opportunity to study additional 
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material supplied by the state association. He 
should also take the time to talk to the students. 
He should take them, if feasible, to the local 
hospital to show them first hand the expensive 
requirements of modern medical care and tell 
them about the distribution of medical care in 
their own communities. 


Their Own Neighbors 


Is there any lack of good facilities for care in 
their own communities? Is there anybody who 
needs and wants care who is not getting it and 
why? Would state medicine help the situation 
among their own neighbors. If possible, they 
should be shown in a specific case how the prob- 
lem of securing adequate medical care is only 
one phase of the much larger problem of secur- 
ing sufficient food and adequate housing, that 
good health cannot be purchased by any system 
in the world unless good food and adequate liv- 
ing are also assured. 

It is hoped that medical men everywhere will 
take a personal interest in these debates. 

They should not be allowed to slip by unheed- 
ed and unassisted. Otherwise what is there to 
prevent the creation of a great new mass of ar- 
ticulate public opinion in favor of radical 
changes in the practice of medicine? The de- 
baters are school boys and girls. But those who 
hear them are not school boys and girls but vot- 
ers, and all will have their influence in time to 


come. 


Relief and WPA 


It has been well known for some time that the 
Federal Relief Administration planned to with- 
draw federal funds from all direct relief this 
fall. 

The storm that broke in newspaper headlines 
late in September when a public statement from 
Administrator Harry Hopkins definitely set the 
date for withdrawal for November 1 was appar- 
ently based upon false hopes of compromise 
when the time arrived. 

Physicians were warned in these columns 
some time ago that relief, as it affects medical 
care, would shortly be on a quite different basis 
and that medical men, through their county 
Committees of Three, should get into immediate 
touch with local officials so that a definite and 
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satisfactory understanding might be reached 
about medical care for those who will not bene- 
fit by the new WPA program. 


Only for Unemployables 

Direct relief will continue to be administered 
by the SERA in counties that have agreed to 
match the state funds appropriated for the pur- 
pose with funds of their own. It will be avail- 
able only to those who do not benefit by the 
WPA program, however. That means that it is 
available only to those who are not employable 
and therefore do not receive WPA wages. 

According to present regulations and outlook, 
medical bills of those who are receiving WPA 
wages will be the responsibility of the WPA 
worker and paid out of his wages at his own 
discretion. 

Only moral suasion can be brought to bear 
upon these workers to pay their bills. 


Danger Involved 


In counties that have refused to accept the 
state aid which involves a matching appropria- 
tion by the county, care of the unemployed in- 
digent will be the responsibility of the county 
or township boards involved. In these counties, 
especially, there is grave danger that conditions, 
as far as medical care of the indigent goes, may 
be far worse than before the federal relief 
program. 

It remains for representatives of the local 
physicians to safeguard themselves and the care 
of the indigent in these localities by their own 
negotiations with county or town officials. 


WPA by November 1 


The number of employable relief clients al- 
ready at work in Minnesota is comparatively 
small, but Mr. Hopkins and Mr. Victor Christ- 
gau, state director of WPA, predict that 90 per 
cent of these workers will be at work and re- 
ceiving wages of from $40 to $90 a month by 
November 1, the date set for federal withdrawal 
from direct relief. 

By that date, therefore, physicians who signed 
the cards sent them from the office of the Min- 
nesota State Medical Association indicating their 
willingness to participate in the care for injured 
WPA workmen, should be receiving occasional 
calls for their services for such injuries. 


675 








MEDICAL ECONOMICS 


Instructions Mailed 


Requirements and regulations for this service 
were printed last month in these columns and 
were sent to every member from the state office 
during the last month. Approximately 650 medi- 
cal men from all over the state had sent in their 
cards when this issue went to press. The names 
of these men with all pertinent information will 
be kept on file at WPA headquarters and dis- 
tributed to the officials in charge of WPA proj- 
ects in all the nine WPA districts of the state. 

By order of the officials in charge, injured 
workers will be allowed the physician of their 
choice provided he is available. A regulation of 
the United State Employees’ Compensation Com- 
mission, under the jurisdiction of which medical 
care and compensation for injured workers was 
definitely placed by the last Congress, provides 
that the work be distributed as equitably as pos- 
sible among eligible physicians and that a list of 
names be kept in each district in order that the 
work may be rotated. 


Free Choice 
The ruling with regard to choice of physician 
on the part of the injured workman is a state 


ruling and will be observed within the spirit of 
the above regulation of the United States Com- 
mission. 





In the words of the Minnesota officials: 

“The welfare of the patient is the first con- 
sideration of the administration. If the patient's 
choice of physician is available he is the one 
who will be authorized to treat the injury.” 











The doctor will be paid for this service in ac- 
cordance with the minimum fee charge for the 
type of service rendered in the local community. 

He will draw his bill for services rendered on 
a standard voucher form (S-69) and will for- 
ward it to the District Office of the Works Prog- 
ress Administration for certification. The vouch- 
er will then be transmitted to the Commission. 


Monthly Vouchers 


In most cases the voucher should be prepared 
at termination of the illness, or, in cases of pro- 
tracted disability, it will be to the advantage of 
the physician to submit his vouchers monthly. 

The United States Employees’ Compensation 
Commission, which pays the bill, will be the 
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court of final appeal as to the fairness o/ the 

amount charged. 

A recent special bulletin from the Comp«isa- 
tion Commission notes that many physicians 
have been submitting vouchers and bills for this 
work direct to the Commission in Washingion, 
Says the bulletin: 

“This procedure should be discouraged since it re- 
sults in unnecessary delay and expense occasioned by 
the necessity of returning such vouchers for endorse- 
ment by the Local Compensation Representative or the 
Official Superior of the employe, as the case may be.” 

As directed in the letter of instructions that 
went to all members the vouchers, Form S-69, 
should be submitted to the Local Compensation 
representative or, in the case of Federal estab- 
lishments, to the Official Superior of the in- 
jured employee, who in turn should see that the 
services were authorized, charges itemized on the 
voucher, signatures are proper before authoriz- 
ing the voucher and returning it to the Commis- 
sion in Washington for payment. 

Following is a list of WPA districts in Min- 
nesota, with the location of their district offices 
and the names of district directors and compen- 
sation representatives. 

District 1—Carlton, Cook, Itasca, Koochiching, Lake, 
St. Louis 

Headquarters—Duluth 

District Director: Francis Dacey, 132 E. Superior 

St., Duluth 

District 2—Aitkin, Anoka, Cass, Chisago, Crow Wing, 
Hubbard, Isanti, Kanabec, Mille Lacs, Morrison, 
Pine, Todd, Wadena 

Headquarters—Brainerd 

District Director: A. T. Gi-pertson, 2nd Floor N. P. 

Depot, Brainerd 

District 3—Ramsey 

Headquarters—St. Paul 

District Director: F. M. Raric, Jr, Court House, 

St. Paul, Minn. 

District 4—Dakota, Dodge, Fillmore, Freeborn, Good- 
hue, Houston, Le Sueur, Mower, Olmsted, Rice, 
Scott, Steele, Wabasha, Waseca, Washington, Wi- 
nona. 

Headquarters—Rochester 

District Director: H.C. THeopoip, Old Post Office, 

Rochester 

District 5—Hennepin 

Headquarters— Minneapolis 

District Director: Maurice A. FirzGeraALp, Metro- 

politan Bank Bldg., Minneapolis 

District 6—Benton, Carver, Kandiyohi, McLeod, Meek- 
er, Renville, Sherburn, Sibley, Stearns, Wright 

Headquarters—St. Cloud 

District Director: R. R. Rosett, c/o WPA Office, 

St. Cloud 
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District 7—Becker, Beltrami, Clay, Clearwater, Kittson, 
Lake of the Woods, Mahnomen, Marshall, Norman, 
Ottertail, Pennington, Polk, Red Lake, Roseau, 
Wilkin 

Headquarters—Detroit Lakes 
District Director: Donatp WuuItTMorE, c/o WPA 
Office, Detroit Lakes 


District 8—Big Stone, Chippewa, Douglas, Grant, Lac 
Qui Parle, Pope, Stevens, Swift, Traverse, Yellow 
Medicine 

Headquarters—Morris 
District Director: Harry PHINNEY, c/o WPA Of- 
fice, Morris 

District 9—Blue Earth, Brown, Cottonwood, Fari- 
bault, Jackson, Lincoln, Lyon, Martin, Murray, 
Nicollet, Nobles, Pipestone, Redwood, Rock, Wa- 
tonwan 

Headquarters—New Ulm 
District Director: Linus Giorzpacn, c/o WPA Of- 
fice, New Ulm 


Wadena’s Plan 


Much good may eventually come out of ex- 
perience with medical relief of the last two years 
if the energy with which physicians of Wadena 
in Wadena county have gone about solving their 
local problem is any indication. 

Wadena county is one of the group of twenty 
counties that have elected to take care of their 
own relief problems in preference to participat- 
ing with a large contribution of funds to State 
Relief. 

That means, of course, that medical care of 
indigents becomes the local problem of the town- 
ship of Wadena, Wadena being on the township 
rather than the county plan of care for the poor. 

It might have meant, also, that Wadena phy- 
sicians would return to the too prevalent lack 
of system by which they often cared for county 
or township charges with little or no hope of 
remuneration. 


Satisfactory to Town Board 


What actually happened was that the physi- 
cians called a meeting with the town board. 
They talked the matter over thoroughly and 
hit upon a scheme which is satisfactory alike to 
the officials and to the doctors and which has 
been working smoothly for some months now. 

By this agreement, the town board pays the 
physicians 60 per cent of their regular fee for 
cases certified to them by the boards. The phy- 
sician in his turn collects the other 40 per cent 
or some part of it from the patient. 

Thus the fees are kept to the proper standard 
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in the community; those who are able to pay a 
little for their care are not pauperized and those 
who have been in the habit of “enjoying poor 
health” at the expense of someone else will be 
discouraged from running to the doctor for 
trifling illnesses. 

Physicians all over Minnesota will look with 
interest to the experiences of medical men in the 
counties that have refused to enter the SERA 
for care of the relief patients in handling this 
difficult problem of return to more nearly nor- 
mal conditions. 

Much may hang upon their success or failure 
in this critical time. 


Survey 


With the withdrawal from direct relief of the 
Federal Government, the problem of relief, par- 
ticularly of medical relief, is in no way simpli- 
fied. 

The difficulties that have confronted the relief 
administration in its handling of medical relief 
in the two years since the Federal government 
authorized use of federal funds to pay for home 
care of relief clients will not be diminished with 
the return of direct relief—to state and county 
funds. Thus the services of the Committees of 
Three in Minnesota will be needed in these next 
few months more than ever before. 

Roughly those difficulties come under the fol- 
lowing heads: 


Problems 


1. The problem of determining what consti- 
tutes emergency illness (the only kind for which 
care was previously authorized in the famous 
Bulletin No. 7). 

2. The problem of lack of provision for hos- 
pital care. In all but a few instances where a 
special local provision was made, hospitalization 
has depended upon already existing charitable 
institutions and unrecompensed private institu- 
tions. That these facilities were usually totally 
inadequate and greatly handicapped the doctor 
who was trying to give adequate service is well 
known to every medical man. 

3. Lack of provision for preventive medical 
care. Prevention of disease is intimately con- 
cerned with adequate food and housing and good 
health education as well as with immunization 
measures and the treatment of disease in its early 
and relatively benign stages. The relief set up 
often had to be interpreted to provide only for 
true emergency illnesses and for the barest sub- 
sistence in food and living without regard to fu- 
ture health and development. 


677 





MEDICAL ECONOMICS 


All these and other purely administrative 
complications were noted in a survey just com- 
pleted by the Committee on Medical Care in 
Community Health of the American Association 
of Medical Social Workers. 
in the way of economy and effectiveness of the 


They have stood 


program of the last two years. 
Medical Committees Help 
It was found by the medical social workers, 
that 
thorough-going and satisfactory in the localities, 
rural or urban, where a committee of medical 
men remained in active touch with relief officials 


however, medical relief was much more 


to advise them as to medical needs and preven- 
tive measures. 

The localities selected for the Medical Social 
Workers’ survey did not include Minnesota. 

It happens, however, that such committees are 
organized in each county in Minnesota and, 
where they have been active, medical relief work 
has been carried on as efficiently as possible 
within the limits of federal regulations. 


Advice Welcomed 

Relief officials are willing to accept the help 
and advice of these committees. There is no 
doubt whatever that their presence where they 
function actively is the best possible insurance, 
so far as the medical profession is concerned, 
not only of protection for the physician but for 
effective economical care for relief clients. They 
are especially needed now, in counties that will 
assume care of their own indigent after No- 
vember 1. 

Here, at least, is an opportunity to profit by 
SERA experience. The interest of the patient 
is always identified with the interest of the doc- 
tor, himself. There is always the possibility that 
hospital services can be liberalized and physi- 
cians allowed more leeway in determinations of 
preventive measures and emergency treatment. 
These are matters for the Committees of Three 
to consider. 


New Policy 


A new policy has been directing the Summer 
Round-Up of the Children as conducted this 
year by the Minnesota Congress of Parents and 
Teachers. 

In accordance with this new policy, clinics for 
the examination of the children have been aban- 
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doned in some places altogether. In other ocali- 
ties the clinics have been considerably curtailed. 
Parents have been urged to send their children to 
the family doctor for examination and correction 
of defects. 

This policy was adopted after conference be- 
tween officers of the Parent-Teacher Associa- 
tion and representatives of organized medicine 
who have found considerable to disapprove in 
the clinic plan for getting pre-school children to 
the doctor before they start to school. 


Fewer Children Examined 


Results in numbers of children examined and 
in numbers of defects corrected have been dis- 
appointing this year in comparison with previous 
years, according to an unofficial preliminary re- 
port from Mrs. C. L. Hayes of St. Paul, Sum- 
mer Round-Up chairman. 

That fewer children were examined under the 
new policy should not be surprising. It is far 
easier to gather the children for a clinic at the 
school than it is to persuade mothers to take 
their children to their own doctors’ offices. 

Often parents object to paying the small fee 
charged even when they are well able to pay it. 
They fail to see the necessity for spending two 
dollars to have the doctor look at an apparently 
healthy child. On the other hand, they do not 
wish the Parent-Teacher Association represen- 
tative to arrange for a free examination on the 
ground that they are unable to pay the doctors’ 
fee. Thus the child goes unexamined. 


Education Essential 


To educate such parents to the necessity for 
a thorough examination in the doctor’s office will 
require more effort than ever before. In point 
of fact, local chairmen for the Summer Round- 
Up who met at the call of Mrs.- Hayes a short 
time ago have recognized that fact and are plan- 
ning for a special week of newspaper and radio 
publicity before the opening of the campaign 
next spring. They hope to extend their radio 
publicity beyond the week in order to impress 
upon parents the importance of the physical ex- 
amination, of vaccination, diphtheria immuniza- 
tion and correction of defects. 

Exact figures for the campaign of 1935 are 
still lacking. In 1934, however, 3,170 of the 
4,854 children who entered school for the first 
time in the 206 congressional districts registered 
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for the campaign in Minnesota, were examined. 
Among these children, 4,229 defects were dis- 
covered, 1,643 of which were corrected. Vacci- 
nations against smallpox were done for 611 of 
the children, and 725 were immunized against 
diphtheria. 


Obligation of Physicians 

The figures for the present year will be much 
smaller according to Mrs. Hayes, though here 
and there where the Round-Up was undertaken 
for the first time this year and where there had 
been no precedent of clinics in previous years, 
an excellent record has been reported. 

Obviously physicians are under obligation to 
assist in every possible way to make this new 
policy a success. It is, of course, to their interest 
as medical practitioners. But it is also to the in- 
terest of the children, themselves, since a cursory 
inspection, which is all that clinic conditions per- 
mit, cannot be called a real examination and it 
children and 
their parents to the value of continuous medical 


does not serve to introduce the 


supervision. 


Watch! 


News from other states indicates that a vari- 
ety of suggestions are coming from all sides for 
state health projects that meet with official ap- 
proval and secure for the individual states the 
maximum amount available out of the federal 
allotments that will eventually come out of the 
appropriations for the Social Security Act. 

These suggestions come often from national 
lay groups interested in the control of certain 
diseases or from local lay groups. 

At the same time, a considerable number of 
WPA projects have been approved throughout 
the country involving surveys of health and med- 
ical services for special groups such as the 
“physically handicapped” and the deaf. 

Whether or not these surveys will be of value 
vill depend upon how closely they are super- 
vised by medical men. 

There is no doubt in the minds of the Legis- 
lative Committee of the American Medical As- 
sociation that medical care in various phases will 
be discussed on the basis of availability, ade- 
quacy and quality in many quarters. Results will 
be used by many persons to draw conclusions 
and propose remedies. 

Constant watchfulness is urged upon county 
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and state societies to check on these surveys and 
upon the actual extent and quality of all serv- 
ices offered in their communities. 

It is quite possible that some of these surveys 
will be inadequate and unfairly conducted. 
They should be met by immediate studies of the 
conduct of the survey and the sources of mis- 
leading findings to offset possible propaganda 
making material that is false and harmful. Med- 
ical societies should be ready to controvert un- 
founded statements. 

“The weakest medical units, be they individ- 
uals or organizations, may determine the reac- 
tion of the lay public toward physicians,” says 
Dr. R. L. Sensenich in a bulletin from the com- 
mittee. “It will be said that they are stubborn 
and selfish. Past years of unselfish service must 
be brought forward to meet that accusation. The 
profession may well be proud of its background 
of brilliant achievement and there must be no 
basis developed upon which it may be charged 
that the level of medical service offered to the 
average man is below desirable standards by rea- 
son of negligence or incompetence of medical 
men.” 


Shoulder to Shoulder 


The British Columbia and the Canadian Medi- 
cal Associations stand shoulder to shoulder with 
the American Medical Association in their oppo- 
sition to government supported sickness insur- 
ance. 

Dr. J. C. Meakins, Montreal, president of the 
Canadian Medical Association, told members of 
the British Columbia Association so at a ban- 
quet held before the last named association re- 
cently and reported under a Vancouver date line. 

Concerning a draftbill for sickness insurance 
on which the provincial government is at present 
inviting and hearing representations, Dr. Mea- 
kins said: 

“Stand together shoulder to shoulder, man to 
man, and defend our rights. 

“We are attacked by a common front of po- 
litical enmity. We are the last bulwark of so- 
ciety to go down. Now they are trying to pick 
us off and make us serve their selfish financial 
ends.” 


State Medicine—Glenn Frank 


Dr. Glenn Frank, president of the University 
of Wisconsin, was slated to talk on tuberculosis 
before the Mississippi Valley Conference on Tu- 
berculosis and the Mississippi Valley Sanatorium 
Conference at Madison, Wisconsin, recently. 
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The high point of his talk as reported by Mad- 
ison newspapers was not on tuberculosis, how- 
ever. It was a warning against State medicine. 

Said Dr. Frank: 

“State medicine will not come if doctors gen- 
erally and health agencies do more to display 
adequate understanding of social values and ade- 
quate statesmanship in meeting problems. . . 

“T dislike to see any activity fall into the hands 
of the government if it can be administered 
equally as well—or better—by the trade, profes- 
sion or spontaneous organization of citizenship 
to which it belongs .. . 


“The great insurance companies, industries 
and organized labor have all the necessary raw 


material for a system of State Medicine at hand, 
waiting,—” 

“Will that raw material be used for state 
medicine or will the medical profession and al- 
lied agencies take the lead in meeting the needs 
which must otherwise be met by State Medi- 
cine? 

Doctors will welcome Dr. Frank’s vigorous 
Opposition to government administration of med- 
ical care. They will not wholly agree with him, 
however, that anything in the present condition 
of medical care demands a sweeping and drastic 
alternative to State Medicine. 


“Insurance Studied” 


That a “broad program for health insurance 
to round out the administration’s sweeping so- 
cial security system is being studied with a view 
to Congressional action next session” was assert- 
ed from Washington recently by the United 
Press. 


Said the “U.P.”: 


“The social security act, designed to safeguard 
25,000,000 working Americans against old age 
destitution and unemployment, failed to make 
provision for economic protection against sick- 
ness. 

“One reason was the controversial character 
of proposed plans by which the ill worker could 
get medical treatment on a low cost, federally 
aided basis in return for a yearly contribution 
from his wages. 

“Medical societies in many instances have 
charged it would ‘regiment’ their profession. 

“A more detailed study of the problem is now 
being made by administration figures.” 

It should be noted parenthetically that “regi- 
mentation” is the least of the evils that medical 
societies look for in the event that federal sick- 
ness insurance should materialize. 
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“Doorbell Census” 


From the headlines: 
UNCLE SAM TAKES DOORBELL CENSUS 


Washington, August 28 (By Associated 
Press).—Uncle Sam will start ringing doorbells 
October 15 to ask the family, “How’s your 
health ?” 


The “doorbell census” is a federal project de- 
signed to employ about 6,000 white collar work- 
ers. The funds, $3,450,000 are to come direct 
from Federal Employment allotments. 


The survey is to be under the direction of the 
United States Public Health Service and only 
certain selected states, of which Minnesota js 
said to be one, will participate. 


The object is to find out how much communi- 
cable disease there is in the United States. Just 
how reliable data secured by house to house 
agents may be will depend upon how well train- 
ed and~how closely supervised the workers are, 
Many physicians and health officers seriously 
question the usefulness of such a survey no mat- 
ter how well supervised the workers. 


Minnesota State Board of Medical 
Examiners 


Medical Board Orders Investigation of Massage 
Parlors 


The Minnesota State Board of Medical Examiners 
has conducted an investigation of a number of mas- 
sage parlors, licensed and otherwise, in the City of 
Minneapolis. This investigation discloses that several 
of these places have been operated in the past by wom- 
en who hold no license to practice massage and in 
other places the Board has found that women who are 
licensed to practice massage have employed one and 
two girls in the massage parlor to give massage. 


The women who are not licensed have been warned 
that a continuance of their places will result in a prose- 
cution. Those who are licensed have been instructed 
to immediately discontinue using unlicensed masseuses 
for this purpose under penalty of having their massage 
license revoked. 

The practice of massage was not regulated by law 
in Minnesota until the legislature of 1927 enacted a 
massage law setting up an examining board in this 
field. In 1929 the law was repealed and the licensing 
and regulating of massage was placed under the State 
Board of Medical Examiners. The Board has no in- 
tention of interfering with the practice of massage by 
reputable persons. It does intend, however, to institute 
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prosecutions against those individuals who are not li- 
censed and it will discipline those who are licensed 
who attempt to evade the law by employing unlicensed 
women in their place of business and who do not op- 
erate in accordance with the laws of this state. 





St Paul Chiropodist Pleads Guilty to Violating 
Basic Science Law 


State of Minnesota vs. Arthur N. Alexander 

Arthur N. Alexander, forty-three years of age, en- 
tered a plea of guilty on September 19, 1935, to an 
information charging him with practicing healing with- 
out a basic science certificate. The plea was entered 
before the Honorable John W. Boerner, Judge of the 
District Court of Ramsey County. 

Alexander has been a licensed chiropodist in the 
State of Minnesota since 1917. Following repeated 
complaints to the State Board of Medical Examiners 
that he was exceeding the scope of his license, an in- 
vestigation was conducted by the Board in codperation 
with the County Attorney’s office. 
rest of Peter H. Nellessen, 


Following the ar- 
who was sentenced on 


July 25, 1935, to four years at Stillwater, after his 
pleading guilty to the crime of abortion, it was dis- 
covered that one of the girls aborted by Nellessen had 
previously requested Alexander to perform an abor- 
Alexander made an examination for 
which he was paid the sum of $5.00, and according to 
the statement of this girl, attempted to perform an 


tion upon her. 


abortion upon her. The abortion was not successful 
and she later went to Nellessen. A complaint was 
filed against Alexander charging him with the crime 
of abortion and subsequently another complaint was 
filed against him charging him with practicing healing 
without a basic science certificate. 

Alexander was arrested by the St. Paul Police De- 
partment a few miles from Rush City, Minnesota, on 
August 15. Upon being arraigned in Court his bail 
was fixed at $5,000, which he was unable to raise and 
he has been confined in the Ramsey County Jail since 
that time. Following Alexander’s plea of guilty before 
Judge Boerner, he surrendered his chiropody license 
for cancellation by the Chiropody Board. In view of 
the fact that Alexander surrendered his chiropody li- 
cense and has been in jail since the time of his arrest, 
Judge Boerner imposed a sentence of one year in the 
St. Paul Workhouse and placed Alexander in the cus- 
tody of the Probation Officer for Ramsey County. 
Judge Boerner warned the defendant against attempt- 
ing to practice healing in any manner in the future in 
the State of Minnesota. The Court also informed the 
defendant that if there was any complaint about his 
conduct in the future, he would have to serve his 
sentence. 

The disposition of this case meets with the approval 
of the State Board of Medical Examiners, in view of 
the fact that Alexander surrendered his chiropody li- 
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cense. For some time this defendant has been using 
his chiropody license as a shield for his unlawful ac- 
tivities and the surrender of his license will deprive 
him of the right to maintain an office for the purpose 
of practicing healing and will deprive him of any ex- 
cuse whatever for engaging in such practice in the 
future. 

The Chiropody Board coéperated with the State 
Board of Medical Examiners in this case. At the time 
the warrant was issued for the arrest of this defend- 
ant, the Chiropody Board announced the suspension of 
Alexander’s license and stated that in the event of his 
conviction it would be permanently revoked. The li- 
cense and the 1935 registration card have been deliv- 
ered to the Chiropody Board for cancellation. 





PROGYNON-B AND THE OVARIAN 
FOLLICULAR HORMONE 


The Council on Pharmacy and Chemistry reports 
that recently MacCorquodale, Thayer and Doisy of 
St. Louis University reported the isolation in crystal- 
line form of an estrogenic substance from the follic- 
ular fluid of hog ovaries. Estrogenic compounds pre- 
viously isolated, such as theelin and theelol, had been 
obtained from other sources, in particular the urine of 
pregnant women; a pure estrogenic preparation had 
not before been isolated from the ovary itself. Conse- 
quently, the actual constitution of the ovarian follic- 
ular hormone or hormones was not known. MacCor- 
quodale, Thayer and Doisy reported that the crystal- 
line product obtained by them from follicular fluid 
had approximately the same estrogenic potency as 
dihydroxyestrin (theelin is ketohydroxyestrin and 
theelol is trihydroxyestrin), that is, from four to eight 
times the activity of theelin. It appears from the 
preliminary report of these investigators that the only 
evidence at present available for considering the crystal- 
line preparation from ovarian follicular fluid to be 
identical with dihydroxyestrin is the similarity of the 
estrogenic activity and of the melting points. This, 
of course, does not constitute proof from a chemical 
standpoint of the identity of the two preparations. 
Despite the paucity of the evidence at present avail- 
able, the Schering Corporation has made claims in its 
recent advertising literature that Progynon-B (said 
to be the benzoate of dihydroxyestrin, which the firm 
calls “benzoic acid ester of dihydrofollicular hor- 
mone”) is the “true female sex hormone, as was 
definitely proved by Doisy....” Inquiry was made 
of Dr. Doisy as to the status of the preparations 
concerned. According to Dr. Doisy there is no definite 
evidence regarding the nature of the estrogenic sub- 
stances of human ovaries. In Dr. Doisy’s opinion the 
Schering claim of greater activity seems to be sound 
but has little significance. Dr. Doisy states further: 
“The claim of a synthetic compound is certainly not 
warranted, since the dihydro compound is prepared 
from the ketohydroxy compound by reduction of the 
carbonyl group. In other words, the chemist starts 
with the conjugated ring structure containing all the 
substituents in the correct position. Such a reaction 
does not correspond to the usual conception of syn- 
thesis.” The advertising claims of the Schering Cor- 
poration for Progynon-B are therefore inaccurate and 
misleading. The Council voted that this report be 
published to correct the erroneous impressions created 
by the reprehensible advertising policy of this firm. 
(J. A. M. A., August 31, 1935, p. 676.) 
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William W. Lewis 
1876-1935 


Dr. William Walter Lewis was born in Saint Paul, 
Minnesota, on June 9, 1876, the son of Margaret Barnes 
Lewis and John V. Lewis. He received his elementary 
education in the Saint Paul Public Schools and his 
medical education at the University of Minnesota, by 
which institution he was graduated in 1902 at the head 
of his class. His internship was served at the City and 
County Hospital, Saint Paul, where he became a life- 
long friend of Dr. Ancker and was the mainstay of the 
eye, ear, nose and throat department from 1913 until 
his appointment to military service. 

Beginning general practice in Saint Paul after his 
internship, Dr. Lewis became associated with the late 
Dr. James Quinn in taking care of the Great Northern 
and other railroad work. In 1912 he decided to spe- 
cialize and gave up a well established practice to spend 
two years in postgraduate work in Vienna and Berlin. 
In 1913, he returned to Saint Paul and thereafter lim- 
ited his practice to the eye, ear, nose and throat spe- 
cialty. Almost immediately he developed a successful 
practice and loved his work, and his contact with 
people. 

His medical society memberships included the Ram- 
sey County Medical Society, the Minnesota State Medi- 
cal Association and the American Medical Association 
and he contributed frequently to MINNESOTA MEDICINE. 
His contributions to medicine often took a critical line, 
deploring indiscriminate surgery, deprecating careless 
practice and lack of conservatism. On the other hand, 
although not slow to accept proven procedures, few 
men showed more pronounced dogmatism in practice 
or in teaching. 

He was a past president of the Minnesota Academy 
of Ophthalmology and Otolaryngology, a member of 
the American Academy of Ophthalmology and Oto- 
laryngology, and a Fellow of the American College of 
Surgeons. He was certified by the American Board 
of Ophthalmic Examinations and by the Otolaryngologic 
Board. For many years he has been a member of the 
medical faculty of the University of Minnesota and 
was an Assistant Professor of Ophthalmology at the 
time of his death. He was a 32nd degree Mason. 

Dr. Lewis served during the World War as a cap- 
tain in the Medical Corps and rendered valuable serv- 
ice in whatever capacity he was assigned. He was at 
several stations but the major assignment was as sur- 
geon in charge of head surgery at the Government 
Reconstruction Hospital at West Baden, Indiana. 

William Lewis was one of those intrepid individuals, 
forceful and courageous in his opinions, who could 
defend his strong convictions upon any occasion. He 
possessed a scrupulous integrity which was unshak- 
able. He stood for nothing false or untrue. His pa- 
tients learned to respect this great attribute and found 
his advice invariably sound, without personal motive, 
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thoroughly for their best interest. In fact, 0 one 
could question that he held his patients’ intere: 
mount. 


Para- 


He was straightforward, sincere and distinctly a hy. 
manitarian. No patient was refused his servicws be- 
cause of poverty. Former patients who had seen hetter 
days, perhaps less fortunate in later years, received the 
same kindly attention which they previously com- 
manded. 

William Lewis was a loyal friend, made stron< at. 
tachments, was quick to condemn any doubtful motives, 
but was as ready to correct any misjudgment of anvy- 
one. His passing marks the departure of a forceful 
leading figure in ophthalmology in Minnesota. 

He was married on March 22, 1909, to Barbara 
Haug of Duluth, Minnesota, who survives him as do his 
son, William Walter, Jr., and a daughter, Mrs. R. C 
Trygstad of East Orange, N. J., as well as a sister, 
Mrs. F. E. Hough of Duluth, Minn., and two brothers. 
Harry S. and George J., both of Evanston, Illinois, 
His death occurred July 27, 1935. 





Frank Wright Bullen 
1869-1935 


Dr. Frank W. Bullen of Hibbing, Minnesota, died 
suddenly “on the golf course at Swan Lake, Minne- 
sota, July 21, 1935. 

Dr. Bullen received his education at the Michigan 
State College, Lansing, Michigan, and after attending 
the Chicago School of Pharmacy, he took his medical 
training at Rush Medical College, graduating in 1896. 

After taking an eighteen months’ internship at Cook 
County Hospital, Dr. Bullen became a resident phy- 
sician at the Milwaukee Emergency Hospital. He 
spent a period at the More Hospital in Eveleth, Minne- 
sota, and then moved to Hibbing, where he had been 
connected with the Rood Hospital since 1908. 

Dr. Bullen served twelve years on the School Board 
of Hibbing and was coroner for fifteen years. 





Arthur T. Caine 

Dr. Arthur T. Caine, superintendent of the State 
Asylum at Anoka, Minnesota, died September 12, 1935, 
at the Eitel Hospital, Minneapolis, following a three 
months’ illness. . 

Dr. Caine was born in Saint Paul in 1875. His 
father, Dr. William Harris Caine, moved his family to 
Stillwater where Dr. Caine graduated from high 
school. Dr. Caine received his medical degree from 
the University of Minnesota in 1900. 

After practicing a year at Lake Preston, South 
Dakota, Dr. Caine moved to Anoka where he practiced 
until 1921 when he was made superintendent of the 
State Asylum, there replacing John Coleman, who was 
appointed to the State Board of Control. 

Dr. Caine married Bertha Johnson of Stillwater in 
1901. Mrs. Caine died in 1929 and two years later 
Dr. Caine married Frances E. Anderson of Superior, 
Wisconsin. He is survived by his widow and two 
children by his first marriage, Helen Barbara and 
William Harris Caine, II. Dr. William A. Caine of 
Stillwater is a brother. 
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OF GENERAL INTEREST 


— 





The annual meeting of the Minnesota State Medical 
Association will be held at Rochester, Minnesota, May 
19306. 


3 to %, 


x * * 

Dr. George X. Levitt has opened offices at 538 Lowry 
Medical Arts Building, Saint Paul, for the practice of 
internal medicine. 

x * x 
Stillwell of the Mankato Clinic left Sep- 
He ex- 
pects to do work in surgery in Vienna under the Amer- 


Dr. W. C. 
tember 21 for two months’ study in Europe. 


ican Medical Association. 

ok * 
Mr. Richard Noren, who has been with the Imman- 
uel Hospital of Mankato for many years, will leave 
shortly to take up his duties at the Ah-Gwah-Ching 
Sanatorium. 

x *k x 
Dr. Frank E. Saint 
president of the 


Burch, Paul, was recently in- 


stalled as American Academy of 
Ophthalmology and Otolaryngology at the meeting of 
the Academy held in Cincinnati. He succeeds Dr. Wil- 
lis Eagleton of Newark, New Jersey. 

* ok * 

The meeting of the Minnesota Society of Neurolo- 
gists, held at St. Mary’s Hospital, Duluth, September 
14, brought a very notable and distinguished group of 
celebrities to the Head of the Lakes. Many remained 
over to absorb enough of the local atmosphere so that 
they might the more readily be distinguished from their 
patients ! 

e+ © 


Dr. Owen H. Wangensteen of the University of 
Minnesota Medical School has been awarded the Sam- 
uel D. Gross Prize for 1935 for his essay entitled 
“The Therapeutic Problem in Bowel Obstruction.” The 
prize of fifteen hundred dollars is awarded each five 
years by the Philadelphia Academy of Surgery for the 
best original essay on some subject in surgical pathol- 
ogy or surgical practice. 

x *k * 


Prof. W. J. Bleckwenn, of the university faculty at 
Madison, Wisconsin, appeared before the Interurban 
Academy of Medicine on the evening of September 25, 
at the Hotel Androy at Superior. The doctor’s dis- 
cussion upon the subject, “The Diagnosis and Treat- 
ment of Head Injuries,” met with much discussion and 
an enthusiastic reception. It is apparent that the fre- 
quency of road accidents has not only produced an ap- 
palling incidence of general accidents, but pits every 
physician against most serious judgments involving the 
central nervous system. 

x *k * 


The resorts of Northern Minnesota report a decided 
improvement in business this season. Perhaps doctors 
are doing a little better than for a few years back be- 
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cause they are among the most acceptable and popular 
patrons wherever outing facilities are featured. In Na- 
poleon’s time it was said you could not throw a cat 
out of a window in Vienna without hitting either a sol- 
dier or a priest. “Cataphorically” speaking, one might 
easily launch a similar quip about the ease of casting 
your dowagiac into the whiskers of a medic around 
any good bass, grass-rimmed lake, anywhere in North- 
ern Minnesota! 


+ = 


Kansas City is already alert, with its medical emis- 
saries propogandizing for the American Medical As- 
sociation convention in their city May 16 next. These 
men present enough subtle argument to make one feel 
that our Minnesota contingent should go down there 


in full strength. They are an unusually agreeable, so- 


cially minded and aggressive group of doctors. For 
one thing, their hospitals average among the best au- 
topsy records, year by year, for our entire country. 
They are planning very well, indeed, and Kansas City 
is one of our most delightful American cities. 


A special program of lectures and demonstrations in 
medicine will be held under the direction of The Mayo 
Foundation from November 11 to 15, inclusive. Morn- 
ings will be devoted to surgical and medical clinics. In 
the afternoons and evenings symposiums will be con- 
ducted on gastro-enterology, postoperative chest com- 
plications, hematology, diseases of the rectum and anus, 
treatment of syphilis, some aspects of endocrinology, 
and physiotherapy, including fever therapy. In addi- 
tion, one clinico-pathologic conference will be held. 
While this program is arranged primarily for the Fel- 
lows of the Foundation, visiting physicians are invited 
to attend. 


* * * 


Dr. Morris Fishbein of Chicago, editor of the Journal 
of the American Medical Association, will address a 
Councilor District Medical meeting, to be held in St. 
Cloud, November 21, in honor of President-elect Will 
of Bertha, and Dr. E. J. Ah-Gwah-Ching, 
newly elected Councilor of the district. 

Members of Wright County, Stearns-Benton, Upper 
Mississippi, Red River Valley, Clay-Becker, Kandiyohi- 
Swift-Meeker, and East Central Minnesota Medical 
Societies will be invited. State officers and committee 
State Medical Association 


Simons, 


chairmen of the will be 
present. 

There will be a dinner followed by a medical meet- 
ing to which members of the Auxiliary, dentists, drug- 
gists and physical education directors will be invited. 

At the same time the Stearns County Public Health 
Association and the Minnesota Public Health Associa- 
tion will hold a public meeting. Dr. Fishbein and Dr. 
J. A. Myers of Minneapolis will address both meet- 
ings. 

Dr. C. B. Wright of Minneapolis and Dr. S. A. 
Slater of Worthington are also on the program for the 
medical meeting. 
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OF SOCIETIES 


Medical Broadcast for October 


The Minnesota State Medical 
Health Service 


The Minnesota State Medical Association broadcasts 
weekly at 11:15 A. M. every Tuesday over Station 
WCCO, Minneapolis and St. Paul (810 kilocycles or 


370.2 meters). 


Speaker: 


School, University of Minnesota. 
The program for the month will be as follows: 


October 1—Dysentery. 





October 8—Community Nursing Needs. 
October 15—Appendicitis. 
October 22—Water and Health. 


October 29—Dental Care. 





Northern Minnesota Medical Association 


At the annual meeting of the Northern Minnesota 
Medical Association held in Duluth, August 12 and 13, 
Dr. Arthur N. Collins of Duluth was elected president 
for the ensuing year to succeed Dr. G. I. Badeaux. 
Dr. O. F. Melby, Thief River Falls, was elected vice 
president and Dr. O. O. Larsen, Detroit Lakes, was re- 
The next meeting will be 


elected secretary-treasurer. 
held in 1936 in Fergus Falls. 





Scott-Carver County Society 


The annual meeting of Scott-Carver Society was 
held at Mudbaden on Tuesday, September 10. The 
following officers were elected for the coming year: 
President, W. H. Phillips, Jordan; vice president, C. J. 
Olson, Belle Plaine; secretary, E. R. Crow, Arlington; 
delegate, E. E. Novak, New Prague; censor, G. T. 
Schimelpfenig, Chaska. 


The following were guest speakers: 


Dr. Owen Wangensteen, Minneapolis, spoke on the 
subject of acute abdominal conditions. 


Dr. Fred Foley, St. Paul, described an improved op- 
eration for ureteral stone. 


Dr. J. F. Briggs, St. Paul, gave a very comprehen- 
sive discussion on the subject of achlorhydric anemia. 


A dinner was served at six-thirty in the spacious 
Mudbaden dining room. 
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REPORTS AND ANNOUNCEMENTS OF SOCIETIES 


REPORTS AND ANNOUNCEMENTS University Extension Course in Refra«-tion 


Association Morning 


William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 


So much interest was shown in the four weeks 
course in refraction given by the University epart- 
ment of Ophthalmology during the month o April 
that the course will be repeated from November 4 to 
30. Only ten applicants will be admitted and the course 
will require the full time of each student. On! prac- 
ticing physicians be enrolled. In addition to 
formal instruction in refraction opportunity will be 
afforded to examine patients at the Wilder Founda. 
tion and Ancker Hospital out-patient department in 
Saint Paul and at the University and Minneapolis 
General Hospital out-patient clinics. The fee for the 
course will again be $80.00, payment of $50.00 to be 
made at time of application and $30.00 at the beginning 
of the course. Further information may be obtained 
from Dr. R. R. Price, Director of University Exten- 
sion, University of Minnesota, Minneapolis. 


will 





Extension Education in Physical Therapy 


One of the aims of the Council on Physical Therapy 
of the American Medical Association is to promote 
extension education in physical therapy. 


The Committee on Education of the Council believes 
that one of the best ways of extending postgraduate 
instruction in physical therapy is to arrange for prac- 
tical talks to be given before state, county or other 
medical societies. Experience, especially in New York 
and Pennsylvania, has shown that such programs are 
eagerly received by the profession. 


The Council is prepared to assist medical societies 
by furnishing general advice as to programs and by 
suggesting qualified personnel. 


The following topics are offered as being of interest 
to the general practitioner : 


The Present Status of Physicai Therapy 

Physical Therapy in General Practice 

Body Mechanics and Posture Training 
Massage—Indications and Effects 

Pathological Conditions Helped by Physical Therapy 
Therapeutic Exercise 

Radiation Therapy 

Hydrotherapy 

Fever Therapy 

Diathermy, Medical and Surgical, Including Short Wave 


Motion pictures on the following subjects are avail- 
able for loan: 


Massage—Technic 

Graduated Active Motion 

Occupational Therapy 

Effects of Heat and Cold on Blood Circulation 
Effects of Massage on Blood Circulation 


In addition, exhibits on physical therapy can be 
arranged in conjunction with the Committee on Scien- 
tific Exhibit, available on request. 

Anyone desiring help in program planning or loans 
of films or exhibits is advised to write the Secretary, 
Council on Physical Therapy, A. M. A., 535 North 
Dearborn Street, Chicago, Illinois. 
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MINNESOTA STATE MEDICAL ASSOCIATION 
Eighty-second Annual Meeting 


Minneapolis 


PROCEEDINGS OF THE HOUSE OF 
DELEGATES 


First Meeting 
Sunday Evening, June 23, 1935 


The opening session of the House of Delegates, held 
in connection with the Eighty-second Annual Meeting 
of the Minnesota State Medical Association, Minne- 
apolis, convened at 7:15 o'clock, Dr. W. A. Coventry, 
president, presiding. 

The Chair appointed a Credentials Committee, con- 
jsting of Dr. O. E. Locken, Crookston, chairman, Dr. 
1. R. Aurelius, St. Paul, and Dr. B. F. Davis, Duluth. 
Dr. Locken reported that there were thirty-seven dele- 
gates present. 

The minutes of the last meeting were accepted as 
published in MrnNesoTA MEDICINE. 

Dr. H. M. Workman, chairman of the Council, asked 
Secretary Meyerding to read the Report of the Council. 


REPORT OF THE COUNCIL 


The first Council meeting, held in connection with 
the Eighty-second Annual Meeting of the Minnesota 
State Medical Association, Minneapolis, convened at 
9:40 a. m., Sunday, June 23, 1935, with Dr. H. M. 
Workman, Tracy, presiding. 


’ 


Those present were: 


. W. A. Coventry, President, Duluth. 
. E. A. Meyerding, Secretary, St. Paul. 
. F. J. Savage, Immediate Past President, St. 
. H. Z. Giffin, Rochester, First District. 
. L. L. Sogge, Windom, Second District. 
H. M. Workman, Tracy, Third District. 
J. S. Holbrook, Mankato, Fourth District. 
G. A. Earl, St. Paul, Fifth District. 
. J. M. Hayes, Minneapolis, Sixth District. 
. W. W.. Will, Bertha, Seventh District. 
. W. L. Burnap, Fergus Falls. Eighth District, 
. B. S. Adams, Hibbing, Ninth District. 


Paul. 


Mr. F. M. Brist 
Mr. J. H. Baker 
S. H. Boyer 


. F. Braasch 
Dr. 


The minutes of the last meeting were approved. 

It was moved by Dr. Hayes, seconded by Dr. Will, 
and carried, that the report of M1NNEsoTA MEDICINE 
be accepted. 

With reference to the report of the Fiscal Agency, 
Dr. Giffin asked whether the Council wished to con- 
tinue investing in government bonds. It was moved by 
Dr. Sogge, seconded and carried, that the matter be 
left in the hands of the Finance Committee, to invest 
in the way they should see fit. 

Secretary Meyerding announced that Treasurer Con- 
dit asked that the reading of the finance report be 
postponed until the Tuesday meeting. The members 
discussed the statement of cash receipts and disburse- 
ments, and it was moved by Dr. Giffin, seconded and 
carried, that the item “total receipts” be starred, and 
at the bottom of the page these words be inserted: 
am is amount includes advance collection of dues for 

- 

The members discussed the budget expenditures to 
June 1, and it was accepted by consent. 

Dr. Giffin, in making the report of the Finance Com- 
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mittee, suggested that the report be deferred until a 
later time, as the committee wished to consider a 
budget very carefully and report later. The Council 
accepted the suggestion, by consent. 

Secretary Meyerding suggested that the members of 
the Council visit the hobby show in connection with 
the annual meeting, to see if they want to continue that 
type of show. 

Secretary Meyerding outlined the membership 
standing of the Association, and the members discussed 
a 

Secretary Meyerding announced that no amendments 
to the Constitution or By-laws had been proposed. 

The members discussed affiliate membership, and it 
was moved by Dr. Earl, seconded and carried, that the 
chairman appoint a committee to study the question of 
junior membership, with the idea of making a reduc- 
tion for the younger members. Chairman Workman 
announced that the Affiliate Membership Committee 
would be continued to make that study, and that Dr. 
Savage would be added to the committee. It was 
moved by Dr. Coventry, seconded and carried, that the 
committee, in conjunction with Dr. Savage, prepare an 
amendment to the Constitution and present it before 
the meeting adjourns, with reference to the age limit 
on affiliate memberships. 

Dr. Giffin, as chairman of the SERA Committee, 
asked that all Council members who could, attend a 
meeting on this subject Thursday morning at nine 
o'clock at the Federal Building in St. Paul. 

Dr. Savage reported on a letter he had received from 
Dean Scammon regarding the University Hospital. It 
was moved by Dr. Sogge, seconded and carried, that 
the Councilors be presented with a copy of the report 
and that the report be accepted. 

Dr. Braasch reported for the subcommittee of the 
Committee on Medical Economics, to study the limi- 
tation of the number of physicians to be licensed in 
Minnesota. It was moved by Dr. Coventry, seconded 
and carried, that the subcommittee be abolished. 

Mr. Brist gave a report on his investigations with 
regard to the degree of “Doctor of Public Health,” 
giving the information that there is no law in the state 
of Minnesota that recognizes this so-called degree. It 
was moved by Dr. Coventry, seconded and carried, 
that the report be received and a copy of it be filed 
for official reference and a copy be sent to the Com- 
mittee on State Health Relations. 

It was moved by Dr. Adams, seconded and carried, 
that Dr. J. T. Christison, delegate to the American 
Medical Association, and Dr. E. A. Meyerding, alter- 
nate, whose terms expire in 1935, be nominated for 
re-election. 

It wes moved by Dr. Savage, seconded and carried, 
that the report of the Council to the House of Dele- 
gates on the matter of the nomination of a delegate 
to the American Medical Association in place of Dr. 
H. M. Johnson, whose term expires in 1936, be that 
the Council recommends that the House of Delegates 
refer the matter back to the Council for further con- 
sideration and action. 

Application of Dakota County Medical Society for 
a charter was presented, and Dr. Earl reported on the 
society and moved that they be granted a charter. The 
motion was seconded and carried. 

The meeting recessed at twelve-fifteen o’clock. 


The Council re-convened Sunday afternoon. ; 
The Council authorized Dr. Savage to appoint a 


ARS 








subcommittee from the University Relations Commit- 
tee, to meet with Dr. Mayo and Dr. Hagen. 

It was moved by Dr. Coventry, seconded by Dr. 
Earl, and carried, that Secretary Meyerding arrange a 
committee of three, from outside of the state if pos- 
sible, to act as judge of the scientific exhibits. 

Dr. Boleyn made a supplementary report for the 
Public Health Nursing Committee, and, with regard 
to vaccination and immunization, said he thought a 
plan should be established so it can be done uniformly, 
whether done in schools or elsewhere, so the charges 
made for it will be uniform. 

Dr. Armstrong read a supplementary report for the 
Historical Committee. It was moved by Dr. Coventry, 
seconded by Dr. Savage, and carried, that the Histori- 
cal Committee be empowered to proceed and finish 
their compilation for printing, and submit it to the 
publishers for a price, and that they refer it back to 
the Council, with the information as to the costs and 
all estimates complete. 

The meeting recessed at two-thirty o’clock. 


The Council reconvened at 5 o’clock to hear the re- 
port of the Reference Committee. 

It was moved, seconded and carried that the report 
of the Reference Committee be accepted. 






Dr. Braasch wished to correct the minutes of the 
Council Meeting, and stated that he had suggested that 
a subcommittee be appointed under the Committee on 
Medical Economics, for the purpose of studying the 
subject of malpractice insurance, but that his sugges- 
tion incorporated the statement that the matter be re- 
ferred to the Council for action. 


accepted as corrected. 


The minutes were 


COMMITTEE REPORTS 


In accordance with the recommendation of the Ref- 
erence Committee, the following reports were accepted 
by the House of Delegates: 


REPORT OF COUNCILORS 


The following Councilors reported that conditions 
are satisfactory in their respective districts: 


ee i I oe cash a alse dk artiors wie ahr a First District 
RR A OE eee are eee ear Second District 
Pet. Ee. ey WOOO ov ontedncccncecane Third District 
Ec to Oe) IE. vcanioncnccnepenenss Fourth District 
ns i I cg ced a nis eae gen hia aan Fifth District 
er ee Sa i 2 ince of ao Ares doa Sixth District 
Se a See ce Seventh District 
Ce A es RS ote ewe cancereses Eighth District 
Be I rt ee eg ae Ninth District 


REPORT OF THE PRESIDENT 


Dr. Coventry presented the report of the President, 
which contained an appreciation of the codperation of 
the Executive Office and comments upon Dr. Meyer- 
ding’s ability and codperation, together with an appre- 
ciation of the diligent work of the Council. The Presi- 
dent remarked that the deviation from the usual pro- 
gram of having speakers from out of the state was not 
intended to establish a precedent, but was presented as 
a diversion from the regular procedure and as a cour- 
tesy to the American Association for the Advance- 
ment of Science. Dr. Coventry included in his report 
a report of the Regional Conference. 

Dr. W. F. Braasch, Dr. J. T. Christison, and Secre- 
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tary Meyerding presented reports as Delegates to the 
American Medical Association. 

President Coventry paid tribute to Dr. H. M. John. 
son, deceased, and at the conclusion of his remarks 
the members of the House of Delegates stood with 
bowed heads for one minute, in respect to the mem- 
ory of Dr. Johnson. 

Dr. G. A. Earl, St. Paul, suggested that a committee 
of three be appointed to draw up an appropriate reso- 
lution concerning the death of Dr. Johnson. President 
Coventry stated that he did not believe it necessary to 
take formal action, inasmuch as no one would dissent, 
and that he would appoint such a committee, to report 
to the meeting of the House of Delegates on June 235, 
1935. 

Dr. M. C. Piper, Rochester, read the report of Sec- 
retary Meyerding, prefacing the reading of the report 
by stating that the Reference Committee had deemed 
the report such an able exposition of the year’s work 
as to warrant its being read before the House of Dele- 
gates. 
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REPORT OF THE SECRETARY 


The Secretary’s report touched upon highlights of the 
year’s work, including: 

Committee of Three—The Medical Advisory and 
Contact Committee organized during the year in prac- 
tically every county for the purpose of consulting in a 
representative capacity with local administrators of 
relief. In time they should take on the function of lo- 
cal representatives of the medical 
public contacts. 


profession in all 


Medical Economics Committee—The facilities of the 
State Office have continued to be at the service of the 
Committee on Medical Economics under the chairman 
ship of Dr. Braasch, which has edited for more than 
a year the medical economics section of MINNESOTA 
MEDICINE, a section which has been started in several 
state journals following Minnesota’s lead. 

Eighty-Second Annual Meeting—Attention was call- 
ed to the new program policy used this year and made 
possible by the unusual character of the meeting. Ap- 
preciation was expressed to the special societies which 
sponsored guest speakers. 

County Officers’ Meeting.—This meeting, occurring a 
few days after the special meeting of the House of 
Delegates of the American Medical Association, pro- 
vided special opportunity for the discussion of action 
taken. The Secretaries’ breakfast, held for the second 
time, proved most valuable. 

Northwest Medical Conference—Representatives of 
fourteen states attended this meeting. 

News Service. 





The newspaper service of the Pub- 
lic Health Education Committee continues to be dis- 
tributed throughout the state under the auspices of the 
Minnesota Editorial Association. 

Committee on Maternal Welfare-—A new committee 
headed by Dr. Robert Mussey of Rochester, which will 
participate in the nation-wide effort on the part of the 
medical profession to study and lower the maternal 
death rate, was formed. 

Malpractice Suits—Six meetings of Councilor Dis- 
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tricts Or county societies were held to discuss rising 
rates on malpractice insurance. 

Council—The Council has met four times and the 
three in connection with the annual meeting and the 
regular fall meeting will make a total of eight for the 
sie The Emergency Advisory Committee of the 
Council, created this year, has relieved the Council of 
considerable work. This committee was created to act 
as an authoritative advisory group to assist in deter- 
mining policies upon important matters that present 
themselves. The Finance Committee is making a com- 
plete survey of the program and activities of the Asso- 
ciation looking to a possible re-organization of the 
budget Medical relief has continued to be adminis- 
tered under the simple and elastic rules in Federal 
Bulletin No. 7 with reasonable satisfaction to all. 
The sale of the booklet on diabetes, the organization 
of a medical economics course at the University of 
Medical School year, and 
the permission of the Council for Dr. W. A. O’Brien, 


\innesota beginning next 
radio speaker for the Association, to speak once a 
month under the auspices of the Dental Association, 
were also reported on. 


COMMITTEE ON PUBLIC HEALTH 
EDUCATION 

Dr. L. R. Critchfield, chairman, gave the report of 
the Committee on Public Health Education, outlining 
a departure in public health education begun during the 
past year. This was the establishment of a medical lec- 
ture course for teachers’ colleges and training schools, 
carried on with the codperation of the Minnesota Pub- 
lic Health Association. A series of four and five lec- 
tures was given at each of five State Teachers’ Col- 
leges. 

\ survey was made to discover whether local physi- 
cians were equipped to do immunization work which a 
federal program might call for, if the Social Security 
Bill provided funds. Results showed that for the most 
part local physicians were so equipped. 

The regular services of the committee during the 
weekly newspaper service, 
reaching 470 members of the Minnesota Editorial As- 


past year, including the 
sociation, 648 health talks to lay groups, continuance of 
the speakers’ library, coOperation in the publication of 
Everybody's Health, 
health contests, 
health such as the health 
first-aid manual, and “Handbook of 


club 
public 


cooperation in the 4H 
assistance in publication of 
education material diary, 
Health,” and as- 
sistance to the Women’s Auxiliary in providing speak- 
ers and in advice in general, are designed toward the 
education of the public to the proper and complete use 
of medical services as they are now functioning in 
\merica. 

De 2. he Reference 
Committee, read the report of the Reference Commit- 


Hultkrans, chairman of the 
tee, which complimented members of the Committee on 
Public Health Education upon their diligence. 
COMMITTEE ON STATE HEALTH 
RELATIONS 
The report of the Committee on State Health Rela- 
tions, Dr. T. H. Sweetser, chairman, stated that the 
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assurance of Dr. Chesley, of the State Board of Health, 
had been secured that he will be glad to work with 
the committee in establishing immunization procedures 
if a campaign is made possible by the Social Security 
Bill. 

The Reference Committee recommended close co- 
operation between the local societies and the committee, 
in establishing immunization procedures. 


EDITING AND PUBLISHING COMMITTEE 


Dr. J. T. Christison, chairman, presented the follow- 
ing report of the Editing and Publishing Committee: 
Due to an increase amounting to over 10 per cent in 
advertising and a slight increase in the revenue from 
subscriptions during the past year, the net cash surplus 
derived from MiNnNeEsorA MeEpIcINE was considerably 
larger than for the previous year and a slightly larger 
journal has been made possible. The outlook for the 
coming year indicates a substantial increase in adver- 
tising volume, assuring a larger income for the year 
and a larger journal than has been possible for the 
past two or three years. 

Dr. Christison suppplemented the original report by 
commenting upon the progress of MINNESOTA MeEpI- 
CINE, with particular reference to the Section on Medi- 
cal Economics. Dr. Christison stated that the commit- 
tee felt keenly the loss of Dr. Arthur Hamilton, of 
Minneapolis, who had not been active in the affairs of 
the committee because of illness. 


RADIO COMMITTEE 


The Radio Committee, of which Dr. S. R. 
is chairman, 


Maxeiner 
forty-three radio talks given 
over WCCO between June 15, 1934, and June 1, 1935, 
with Dr. William A. 


Pathology and 


reported 


O’Brien, Associate Professor of 
Preventive Medicine, University of 
Minnesota, as the speaker. 

Four special features were reported: change of day 
of broadcast to Tuesday; special broadcasts on cancer, 
heart, diabetes and dentistry given in codperation with 
special committees; demand for the speaker for per- 
sonal engagements, 100 of which were accepted during 
this period; publicity from State Office has been un- 
usually good and mail on program continues heavy 
with the program still rated as one of the most popu- 
lar features of WCCO. 

Announcement was made of the new policy of the 
Columbia Broadcasting with children’s 


System pro- 


grams to be edited by a child psychologist and a group 


of experts, banning of patent medicine advertising for 
internal remedies and certain objectionable forms of ex- 
ternal remedies, and the limiting of advertising in all 
programs. 

The Reference Committee recommended the propo- 
sal of continuing the program for another year; they 
further recommended that the Radio Committee study 
and be alert to all radio lectures and other matters 
that are of questionable nature, and report this to the 
Council. 

Dr. Earl stated that he wished to emphasize the im- 
portance of the task that had been delegated to the 
Radio Committee by the Reference Committee, par- 
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ticularly in regard to the debates on socialized medi- 
cine, which are to take place during the coming year 
in high schools throughout the United States. Dr. 
W. F. Braasch, Rochester, also spoke on this subject, 
calling the delegates’ attention to the pamphlets issued 
by the American Medical Association. Secretary 
Meyerding remarked that material on this subject, for 
use in debates, would be supplied from the Secretary's 
office upon request, and he further stated that Dr. 
Braasch was forming a plan whereby lay speakers, ca- 
pable of speaking on the subject, would be available 
to county medical societies. 

The Reference Committee further recommended that 
the Radio Committee inform the Columbia Broadcast- 
ing System and Station WCCO that the Association 
appreciated the recently adopted policy regarding ad- 
vertising of objectionable forms of internal and exter- 
nal remedies. Dr. B. F. Davis, of Duluth, moved that 
the Association extend a vote of thanks to the Colum- 
bia Broadcasting System and Station WCCO. The mo- 
tion was regularly seconded and carried. 


HISTORICAL COMMITTEE 


The Historical Committee, of which Dr. John M. 
Armstrong is acting chairman due to the illness of Dr. 
Hamilton, chairman, reported the committee now has 
in form ready for the printer thirty-three manuscripts 
covering the history of medicine in Minnesota. In ad- 
dition the committee has compiled a list of those ad- 
mitted to the State Association, together with the date 
and place of their graduation in medicine. The com- 
mittee believes there is more than sufficient material to 
form a first volume. 

The Reference Committee recommended that the re- 
port be referred to the Council with power to act in 
the matter of publication of the volume, as recom- 
mended in the report. 


COMMITTEE ON MEDICAL EDUCATION 
AND HOSPITALS 


Dr. C. A. McKinlay, chairman, reported that the 
Committee on Medical Education and Hospitals has 
studied the status of post-graduate medical instruction 
in the state. Information from Dr. Price of the Ex- 
tension Division indicates that two tendencies with re- 
gard to the use of the division and the faculty of the 
University are apparent: courses given by the medical 
school and courses before county societies. It was sug- 
gested that bulletins on the course include lecturers and 
subjects and be sent more frequently to the societies. 


The Reference Committee recommended the adoption 
of this report. 


COMMITTEE ON PUBLIC POLICY AND 
LEGISLATION 


The report of the Committee on Public Policy and 
Legislation gave a detailed résumé of a number of 
bills of interest to the medical profession introduced 
in the 1935 session of the state legislature. 

The report stated that the type of legislation intro- 
duced this year differed from that of previous sessions 
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in that many of the bills would have worked a hard. 
ship not only on the medical profession but 
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upon the The repce 
public had they been passed. wy Dr. F. 
The Reference Committee recommended the care. out by the 
ful consideration by the delegates of this very impor. ial schoo 
tant report and recommended that its contents be care. present Mt 
fully studied and reported back to the component go. committee 
cieties. This report, the Committee pointed out, gives points, thi 
some idea of the type of bills introduced at this session quate teac 
of the legislature, and the disposition of those bills and is the des 
also expresses the diligence with which the mem. The cor 
bers of this committee have applied themselves to this sates, sin 
task. complishe 
COMMITTEE ON SCHOOLS FOR LABORA. angriel 
TORY TECHNICIANS naa 
this repo 
Dr. Leo G. Rigler, chairman of the Committee on with the 
Schools for Laboratory Technicians, reported that the vestigate 
committee has functioned chiefly as a clearing house for found to 
inquiries with regard to schools for laboratory and jm “" ™ 
x-ray technicians. During the coming year a careful taining t 
investigation will be made of the facilities available in co 
the Northwest for training an x-ray and laboratory 
technician. ; The t 
was pre 
COMMITTEE ON PUBLIC HEALTH who poi 
NURSING Reserve 
the Stat 
The Reference Committee recommended the reading are phy 
of a supplementary report to the report of the Com- to appl 
mittee on Public Health Nursing by Dr. E. S. Boleyn, Area 
chairman. The supplementary report included a sug- authori 
gestion that a committee appointed by the public health cers. 
nurses should meet with the committee to consider new state vi 
things which come up, a recommendation that all Traini 
public health nurses have some medical guidance, and Found; 
the following principles for any medical program: com 
sound scientific guidance, maintenance of the family- 
physician relationship, and a fair compensation for 
services rendered. Dr. 
Dr. Hultkrans, chairman of the Reference Commit- Deafn 
tee, further stated: “There are several recommenda- definit 
tions in this report. I suppose the logical way of dis- in the 

















posing of them would be to refer them to the proper the s 
committees with power to act. This is an important ing 0! 
report, and the Reference Committee did not have any ory 
special recommendation to make on it.” ous | 
those 

COMMITTEE ON INDUSTRIAL RELATIONS provi 
hart, 

The report of the Committee on Industrial Rela- 

tions, Dr. J. M. Hayes, chairman, expressed the belief ct 
that the Industrial Commission is attempting to co- Dr 
operate with the medical profession generally. The Brar 
committee decided that the physician should not be Med 
expected to give information to insurance companies of t 
regarding patients examined unless he was com- the 
pensated at least to the amount of $1.00. Mec 
The Reference Committee recommended that care- in a 
ful attention be given to the committee’s recommenda- prol 
tion to make a minimum charge of $1.00 for informa- of 1 
tion given to insurance companies. M 
MINNESOTA MEDICINE Oc! 
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COMMITTEE ON UNIVERSITY RELATIONS 


The report of the Committee on University Relations, 
ty Dr. F. J. Savage, presented replies to a letter sent 
out by the committee to the teaching staff of the med- 
ial school relative to the efficiency of teaching the 
present number of students. On good authority, the 
committee draws the conclusion that from two stand- 
points, the needs of the state, and proper and ade- 
quate teaching, eighty admissions to the freshman class 
is the desirable number of students. 

The committee recommended to the House of Dele- 
sates, since the limitation of admissions could be ac- 
complished by action of the Board of Regents, the 
adoption of the report. It was also recommended 
that the Secretary be instructed to transmit a copy of 
this report to the Board of Regents of the University 
with the request that they appoint a committee to in- 
vestigate the statements made in this report and if 
found to be true to take prompt action to curtail the 
ever increasing output of physicians, thereby main- 
taining the standards of the medical profession. 


COMMITTEE ON MILITARY AFFAIRS 


The report of the Committee on Military Affairs 
was presented by Lieut. Col. F. L. Smith, chairman, 
who pointed out that the only means of maintaining the 
Reserve Medical Quota is through reserve members of 
the State Association contacting young physicians, who 
are physically qualified, and interesting them sufficiently 
to apply for a commission. The office of the Corps 
Area Surgeon will be sorely taxed to supply the 
authorized increase of CCC camps with Reserve Off- 
cers. Among the activities of the Reserves in the 
state was the Sixth Annual Reserve Officers Inactive 
Training School, held under the auspices of the Mayo 
Foundation. 


COMMITTEE ON DEAFNESS PREVENTION 
AND AMELIORATION 


Dr. W. L. Burnap, chairman of the Committee on 
Deafness Prevention and Amelioration, reported that 
definite progress has been made during the past year 
in the line of stimulating interest in the expansion of 
the school health program to include periodic test- 
ing of the acuity of school children by modern methods, 
giving educational addresses on the subject before vari- 
ous groups, adding parochial schools to the list of 
those active in the movement for better hearing, and 
providing exhibits on the subject. Dr. Horace New- 
hart, Minneapolis, presented a supplementary report. 


COMMITTEE ON MEDICAL ECONOMICS 


Dr. W. F. Braasch, chairman, assisted by Dr. B. J. 
Branton, presented the report of the Committee on 


Medical Economics. Dr. Braasch stated that much 
of the activity of this committee was concentrated in 
the preparation of material for the columns of the 
Medical Economics section in MINNESOTA MEDICINE 
in an effort to arouse the interest of members to the 
problems. To Dr. Branton was given the special field 
of the malpractice situation. 

Malpractice —Regarding this subject, since there has 
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been a marked increase in the number of malpractice 
cases during the last five years, and since only a 
small percentage of these are justifiable and because 
insurance premiums have been increased, the commit- 
tee recommended (1) the establishment of a commit- 
tee on legal defense consisting of three members to 
discuss each case brought in this state against a mem- 
ber of this Association, to give advice if requested 
to such member and to assist in the conduct of his 
case; (2) that each member of this Association be 
required to inform this committee of any suit being 
filed against him within twenty-four hours of service 
of the paper of suit; (3) that the Board of Censors 
or Executive Committees in each component society be 
obligated to obtain full data on each case to submit 
to the committee; (4) that each member of the Asso- 
ciation hold himself in readiness to assist in the de- 
fense of a member if called upon by the committee. 

A resolution by Dr. Branton that such a committee 
be appointed was referred to the Council for further 
study and action. 


COMMITTEE TO STUDY STANDARDS FOR 
FREE MEDICAL SERVICE 


Dr. Harry Oerting, chairman, presented the report 
of the Committee to Study Standards for Free Med- 
ical Service. The committee recommended that mem- 
bers of the medical profession continue in the future 
giving free medical care to those whom they believe 
worthy of such consideration, since data gathered 
from the three large cities of the state, smaller cities 
and rural districts have shown it impossible to formu- 
late a financial standard for free medical care, since 
conditions are different for each location. The com- 
mittee also urged that it be kept in mind that there 
is a definite tendency among some social agencies to 
regard patients with relative high incomes as eligible 
to a group who should not pay medical fees. 

The following committees made reports, but, in the 
absence of any new development in their work, they 
are merely listed: 

Committee to Study Contract Practice, by Dr. S. 
Marx White, chairman. 

Editorial Association Committee, Dr. J. A. Watson, 
chairman. 

Heart Committee, Dr. F. J. Hirschboeck, chairman. 

Committee on Medico-Legal Affairs, Dr. W. H. 
Hengstler, chairman. 

Committee on Cancer, Dr. Martin Nordland, chair- 
man. 

Committee on Interprofestonal 
James Blake, chairman. 

Committee on Diabetes, 
chairman. 

Committee on Maternal Welfare, Dr. R. D. Mussey, 
chairman. 

SERA Committee, Dr. H. Z. Giffin, chairman. 

Dr. Hultkrans, as chairman of the Reference Com- 
mittee, moved that all acts, appointments and contacts 
made by the Council, the Secretary and Treasurer for 
the past year be approved. The motion was seconded 
and carried. 


Relationship, Dr. 


Dr. Russell M. Wilder, 
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NECROLOGY COMMITTEE 


Secretary Meyerding read the report of the Necrol- 
ogy Committee. 


In Memoriam 


Members of the Minnesota State Medical 
July 1, 1934—June 19, 1935 


Earle Edson Benedict, Minneapolis. Born 1877. University of 
Minnesota, 1901. Died August 8, 1934. Aged 57 

Kenneth Simms Caldwell, St. Paul. Born 1892. University 
of Minnesota, 1918. Died October 2, 1934. Aged 42. 

Jared Waldo Daniels, St. Peter, Minn. Born 1867. Rush 
Medical College, 1889. Died October 9, 1934. Aged 67. 

Gustave Julius Dierkes, Winona, Minn. Born 1891. Saenee 
Medical College, 1917. Died December 9, 1934. Aged 

Gerhard Olaus Fortney, Zumbrota, Minn. Born 1882. 
Medical College, 1906. Died October 26, 1934. Aged 

Harry Alfred Halgren, Watertown, Minn. Born 1870. 
versity of Minnesota, 1897. Died September 15, 
Aged 64. 

Elmer Ellsworth Harrison, West Concord, Minn. > 
University of Minnesota, 1897. Died June, 1934. Aged 68. 

Joseph Albertus Hedding, Minneapolis. Born 1883. Minne- 
apolis College of Physicians and Surgeons, 1906. Died De- 
cember 26, 1934. Aged 51. 

Jacob Wilhelm Holderman, Duluth, Minn. 
Medical College. 1918. Died January 22, 

Alex F. Irwin, Minneapolis. Born 1866. University of Mich- 
igan, 1889. Died May 10, 1935. Aged 69 

Herman M. Johnson, Dawson, Minn. Born 1874. University 
of Minnesota, 1901. Died June 18, 1935. Aged 61. 

Arthur Foote Kilbourne, Rochester, Minn. Born 1858. Uni- 
versity of City of New York, 1883. Died November 30, 
1934. Aged 76. 

Arthur Teall Mann, Minneapolis. Harvard, 
Died April 15, 1935. Aged 

Archibald McEachran, Minneapolis. 
of Michigan, 1889. Died April 11, 1935. Aged 68. 

Patrick H. O’Connor, Amboy, Minn. Born 1878. 
mann Medical College, Kansas City, Mo., 1906. 
cember 25, 1934. Aged 56. 

Harold Pederson, Minneapolis. Born 
Minnesota, 1907. Died March 7, 1935. Aged 61. 
Addison Milton Rathbun, Rice, Minn. Born 1854. Rush 
Medical College, 1878. Died December 13, 1934. Aged 80. 
Jacob Lincoln Schoch, New Ulm, Minn. Born 1862. Uni- 
versity of Michigan, 1885. Died September 22, 1934. 

Aged 71. 

Richard F. Sitar, 
ern University, 

Ebenezer Knox 
University, 
1934. Aged 

Alvin Charles Tanner, 
ical College. 1910. Died February 13, 1935. Aged 59. 

Hallward J. Thornby, Moorhead, Minn. Born 1882. Minne- 
apolis College of Physicians and Surgeons, 1909. Died June 
17, 1934. Aged 52. 

Frederick Eugene Vrooman, St. Minn. Born 
Kentucky School of Medicine, Died June 25, 
Aged 61. 

Jacob W. B. Wellcome, Jr., Sleepy Eye, Minn. Born 1867. 
St. Louis College of Physicians and Surgeons, 1890. Died 
January 3, 1935. Aged 67. 

McGill Uni- 
60. 


Association 


Born 


Born 1890. Rush 
1935. Aged 44. 


Born 1866. 1896. 


Born 1866. University 
Hahne- 
Died De- 


1874. University of 


Minneapoils, Minn. Born 1898. Northwest- 
1926. Died June 21, 1935. Aged 37. 

Smith, Duluth, Minn. Born 1870. McGill 
Faculty of Medicine, 1923. Died October 4, 
Rush Med- 


Minneapolis. Born 1875. 


1872. 
1934. 


Francis, 
1902. 


Born 1874. 


Douglas Fox Wood, Minneapolis. 
i 1935. Aged 


versity, 1900. Died February 9, 
Former Members 


Buffalo, Minn. 
Died March 16, 1935. Aged 86. 
Duluth, Minn. Born 1879. Univer- 

sity of Minnesota, 1906. Died February 7, 1935. Aged 55. 

enry Sumner French, St. Paul. Born 1892. University of 

Minnesota, 1920. Died August 3, 1934. Aged 42. 

Florence John Halloran, Jackson, Minn. Born 1859. Rush 
Medical College, 1888. Died January 23, 1935. Aged 75. 
Jacob H. Heimark, Moorhead, Minn. Born 1877. Hamline 

University, 1903. Died June 25, 1934. Aged 57. 

Died Nov. 


Wilbur N. Morrell, Minn. Born 1857. 

10, 1934. Aged 

Ralph Moore Peters, Minneapolis. Born 1872. Rush Med- 

ical College. 1894. Died August 12, 1934. Aged 62. 
White Bear Lake, Minn. Born 
Louisville, Kentucky, 1902. Died 


Theodore Jefferson Catlin, 
Medical College, 1874. 
Joseph Henry Cosgrave, 


Born 1849. Rush 


Verndale, 
77. 


Ernest Lightfoot Strader, 
1876. College of Medicine, 
November 6, 1934. Aged 

Charles Swenson, Braham, Minn. 
Minnesota, 1903. Died Tune 22, 1935. Aged 

Helen Hughes Hielscher, Mankato. Born 1868. 
Minnesota, 1896. Died May 3, 1935. Aged 3 

Neil Sutherland McDonald, Fort Snelling. Born 1871. 
versity of Michigan, 1895. Died May 3, 1935. Aged 64. 


At the conclusion of the report, the 
with 


Born 1876. University of 


University of 


Uni- 


members stood 


bowed heads for one minute, in tribute to de- 


ceased members. 
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COMMITTEE ON REVISION 0} 
CONSTITUTIONS 


In the absence of Dr. Wright, Dr. Braasch, a mem- 
ber of the Committee on of Constitutions 
for state societies, reported that no action had been 
taken because of the 


Revision 


fact that the American Medical 
Association has not completed its work on 
constitution for county and state medical societies 
He stated that it was probable that this may be done 
in the ensuing year, and, if so, 


an ideal 


the committe« 
report at the next meeting, or before if possible 
being no objections, the 


would 
There 
report was accepted as pre- 
sented. 

Dr. Earl 


grant a 


spoke in reference to the resolution to 
charter to Dakota County Medical Society. 
stating that before the charter could be granted, every 
member in Dakota County must be ' 
tunity to join. 


given the oppor- 
President Coventry stated that it was 
to have the action of the House of Dele. 
gates to grant a charter, but that it would be in order 
to make a motion with the proviso that all the mem- 
bers of the county be given a chance to join. After 
discussion, the suggestion was made and adopted that 
the Secretary communicate with Dr. Sanford and re- 
port to the next meeting of the House of Delegates. 


necessary 


COMMITTEE ON AFFILIATE MEMBERSHIP 


Dr. L. L. Sogge presented the report of the Com- 
mittee on Affiliate Membership, offering an amendment 
“We move _ that 
present constitution be 
following substituted: 


to the constitution, as _ follows: 
Article 1V, Section 4, of the 
stricken and the 
“Section 4. Affiliate Members. Affiliate members shall be 
those members of component medical societies: 
Who through disability are unable to 
practice of medicine, 
Who have retired from the practice of medicine. 
Provided however, that such member, in either class, shall 
have first, upon his own request, been declared an affiliate mem 
ber of such component society at its regular meeting, such 
action having been approved by the Council, and provided 
further, that such Affiliate Membership shall automatically cease 
and revert to its previous status upon the termination of the 
disability or upon the resumption of practice. 


engage 


The amendment was accepted by consent, to be acted 
upon at the 
mitted to Mr. 


next annual meeting, being first sub- 


Brist for his legal opinion. 
RESOLUTIONS 


Dr. Braasch presented a resolution expressing com- 
mendation of the enlightened attitude of the news- 
papers and the press services generally, in regard to 
advertising. Dr. 


The 


Braasch moved the adoption of the 


resolution. motion was regularly seconded and 


carried. 
Dr. Braasch 


read a resolution that the House of 


Delegates go on record as definitely supporting the 


House of Delegates and the Board of Trustees of the 


American Medical Association in its stand against com- 


pulsory, contributory health insurance, and commending 
the American Medical Association for its enterprise in 
giving assistance and encouragement to 
controlled by county and state medical 
new plans for distribution of medical care 


income classes and the indigent, and further, 


experiments 
societies in 
for low 
that the 
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PROCEEDINGS 


Delegates go on record as approving that 
type of Minnesota wherever it seems 
necessary. Dr. Braasch moved that the resolution be 
The motion was regularly seconded and car- 


House 
experiment in 


adopted. 
ried. 

There being no further business, the meeting recessed 
o'clock. 


HOUSE OF DELEGATES 


Second Meeting 
Tuesday Afternoon, June 25, 1935 

The meeting 12:45 o’clock, 
Coventry presiding. The minutes of the 
June 23, 1935, were read and approved. 


at ten-thirty 


convened at President 
meeting of 
Dr. Locken, 
chairman of the Credentials Committee, reported that 
fifty members were present. The minutes of the Coun- 


cil Meeting of 


SECOND MEETING OF THE COUNCIL 


The second meeting of the Council in connection with 
the eighty-second Annual Session of the Minnesota 
State Medical Association was held at the Leamington 
Hotel, Minneapolis, Monday, June 24, 1935. Lunch was 
served at 12 o'clock. 


June 24, 1935, were read and approved. 


Those present were: 
W. A. Coventry T. L. Sogge 
H. M. Workman W. H. Condit 
B. S. Adams 
F. J. Savage 
“7. 1., Rurnap 


's. Holbrook E. A, Meyerding 


G. A. Earl 

Guests : 

S. H. Boyer 
W. F. Braasch Mr. 

The meeting was called to order by 
of the Council, Dr. H. M. Workman. 

The reading of the minutes was dispensed with. 
Motion was made by Dr. Hayes, seconded and carried, 
that the minutes be approved as read before the House 
of Delegates, Sunday night. 

Motion was made by Dr. Will, seconded and carried, 
that Dr. C. B. Wright be appointed to the Editing and 
Publishing Committee to fill the vacancy due to the 
illness of Dr. Hamilton. 

The Secretary reported that at 11 o’clock 839 doctors 
had registered. 

The Secretary read a telegram from the American 
Medical Association about the applicants for member- 
ship in the Dakota County Medical Society. Motion 
was made by Dr. Savage, seconded and carried, that 
a charter be issued. 

The Secretary read a letter from Dr. Hunt of Peal 
mont concerning bidding for county work. Dr. Sogge 
asked permission to invite Dr. Hunt to appear before 
the Council on Tuesday. Granted. 

Dr. R. Farrish of Sherburn appeared before the 
Council regarding the bidding for county work in 
Martin County. 

The recommendations of the Committee on Public 
Health Nursing will be referred to the proper com- 
mittees. 

Motion was made by Dr. Coventry, seconded by 
Dr. Burnap, and carried, that the appointment of a 
legal defense committee, as recommended by the Com- 
mittee on Medical Economics, be deferred until the 
fall meeting of the Council for further study. 

The president appointed Drs. Sogge, Hayes and 
Burnap to draw up a resolution in memory of Dr. 
H. M. Johnson, this resolution to be published in 
MiNNEsoTA MEDICINE and a copy sent to the family, 

» that a copy be placed on file in the secretary’s 


E. S. Boleyn 
F. M. Brist 


the chairman 
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Upon the suggestion of Dr. Coventry, Dr. Sogge was 
appointed to act as administrator for the Educational 
Fund and Dr. Johnson’s estate as far as the Educa- 
ttanal Fund is concerned and make a report to the 
Council. 

Dr. Coventry 4 Dr. Sogge as chairman of 
the Committee on Public Policy and Legislation to fill 
the unexpired term of Dr. Johnson. 

Motion was made by Dr. Coventry, seconded by Dr. 
Adams, and carried, that Dr. Sogge as chairman of the 
Legislative Committee call his committee together to 
formulate a plan for future policy as regards the 
actions of his committee and report to the Council. 

The meeting adjourned. 

The Council met with the 

f Health for breakfast at 8 
concerning the 
public health 


Minnesota State Board 
a. m. Tuesday, June 25, 
appropriation of Federal funds for a 
program and inasmuch as Dr. Chesley 
and Dr. R. G. Leland of the American Medical Asso- 
ciation will be present at the meeting of the House 
of Delegates, they will be called upon for the details 
concerning this program. 

Ir. W. A. Condit read the report of the Treasurer, 
which was approved as read. 


REPORT OF TREASURER 


MINNESOTA STATE MEDICAL ASSOCIATION 


Statement of Cash Receipts and Disbursements for the 
Year Ended’ December 31, 1934 


CURRENT FUNDS 


Cash on Hand, December 31, 1933 

Cash Receipts, 

Dues collected, year 1933 and 
prior 

Dues collected, year 1934....... 

Dues collected, year 1935....... 


$ 8,922.42 
Year 1934 


306.25 
30,164.25 
2,625.00 


Total dues collected 
Interest on savings account.... 
Diabetes books 80.08 
Sundry items 7.25 
Transferred from Technical Ex- 
hibit Fund for credit of An- 
nual Meeting expense 


$33,095.50 
337.35 


1,000.00 


*Total receipts 34,520.18 


$43,442.60 


Cash Disbursements, Year 1934: 
Special committees: 
Diabetes $ 
Educational fund 
Historical 
Hospital and medical educa- 
tion 62.99 
Medical economics 981.38 
Public Health education.... 2,897 ,37 
Radio 475.05 
State Emergency Relief Assn. 
State health relations........ 
Unbudgeted committee 
Minnesota Medicine 
Furniture and fixtures......... 
Dues refunded 
Administrative expenses: 
Annual meeting 
Conferences 
Council expenses 
County officers’ meeting 
Field representative 
Legal expense 
Miscellaneous expenses 
Office supplies and postage.. 
Printed matter 
Rent 
Secretary’s salary 
Secretary’s travel expense.... 
Stenographic service 
Telephone and telegraph 
Treasurer’s salary 


501.11 
4,690.35 
1,107.09 


16,202.59 
Total disbursements 33,962.82 


Cash on Hand, December 31, $ 9,479.78 


*This amount includes advance collection of dues for 1935. 
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Dr. Paul M. Gamble, Dr. J. H. Simons and Dr. F. D. 
Smith were appointed tellers for the election of offi- 
cers, Dr. Gamble to act as chairman. 


The following officers were nominated and elected: 
Officers: 

President W. W. Will, Bertha 

First Vice President E. G. McKeown, Pipestone 

Second Vice President C. W. Rumpf, Faribault 

Secretary E. A. Meyerding, St. Paul 


Treasurer W. H. Condit, Minneapolis 
Councilors: 


First District 
Second District 
Ninth District 
Seventh District 


H. Z. Giffin, Rochester (3 years) 
L. L. Sogge, Windom (3 years) 
B. S. Adams, Hibbing (3 years) 
E. J. Simons, Swanville (for the 
remainder of the unexpired term 
of Dr. Will) 
Delegates to the American Medical Association: 
Delegate—J. T. Christison, St. Paul. 
Alternate—E. A. Meyerding, St. Paul. 


Secretary Meyerding reported that he had communi- 
cated with Dr. Sanford in regard to the resolution to 
grant a charter to Dakota County Medical Society and 
that Dr. Sanford had stated that every member of Da- 
kota County had been asked to join the new group. 
Dr. Earl moved that the resolution granting a charter 
to Dakota County Medical Society be adopted. The 
motion was regularly seconded and carried. 

Secretary Meyerding read the report of the com- 
mittee to select the scientific exhibit to be awarded 
the medal given by the Southern Minnesota Medical 
Association. The committee reported that the exhibit 
displayed by Dr. A. M. Hanson, Dr. L. G. Rowntree, 
Dr. J. H. Clark and Dr. Arthur Steinberg, had been 
awarded the medal. Special commendation was ac- 
corded the Mayo Foundation for Medical Education 
and Research. This exhibit was not open to award. 
Honorable mention was accorded Dr. R. G. Green, Dr. 
L. F. Hawkinson, Dr. S. A. Weisman, and the Exhibit 
of the American Society for the Control of Cancer. 
The committee commended Dr. Meyerding on the wide 
variety of the scientific exhibits and the excellent 
arrangement made for their demonstration. 

Dr. L. L. Sogge presented a resolution of apprecia- 
tion to Secretary Meyerding, and moved its adop- 
tion. The motion was seconded and carried. 

Dr. R. G. Leland, Director of the Bureau of Medical 
Economics of the American Medical Association, spoke 
to the House of Delegates on the Social Security Bill. 

Dr. M. C. Piper, Rochester, extended an invitation 
to the Association to hold its next annual meeting in 
Rochester. The motion was made, seconded and car- 
ried that the 1936 meeting be held in Rochester. By 
consent, it was left to the Council to determine the 
time of the meeting. 

Dr. A. J. Chesley, Executive Secretary of the Minne- 
sota State Board of Health, addressed the delegates 
upon the effect of the Social Security Bill. 

President Coventry asked Dr. C. L. Scofield to pre- 
sent Dr. Will, President-Elect, to the House of Dele- 
gates. Dr. Scofield introduced Dr. Will, who re- 
sponded briefly, stating that he felt the tremendous 
responsibility attached to the office of President of the 
Minnesota State Medical Association, and asking for 
the codperation of the members. 

Resolutions were adopted expressing the Associa- 
tion’s thanks to the Hennepin County Medical Society, 
the Women’s Auxiliary, the Leamington Hotel, Mr. 
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George Adams, Manager of the Minneapolis Au:litori- 
um, The Minneapolis Civic and Commerce Association, 
the Minneapolis papers and radio stations, Dr. |. \. 
Hayes, Dr. J. K. Anderson and Dr. M. E. Schvottler, 
The president appointed a Committee on Resolutions 
consisting of Drs. O. E. Locken, O. J. Hagen, FE. A. 
Meyerding and G. A. Earl, chairman. 

There being no further business, the meeting ad- 
journed at 2:10 o'clock. 





BOOK REVIEWS 





Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 











Books Received for Review 


THE TREATMENT OF Drapetes MEttitus. Elliott P, 
Jostin, M.D. (Harvard) M.A. (Yale). Medical Di- 
rector, George F. Baker Clinic, New England Dea- 
coness Hospital, etc. 620 pages. Price, cloth, $6.50. 
Philadelphia: Lea & Febiger, 1935. 


A MarriAce Manuar. Hannah M. Stone, M.D., Medi- 
cal Director of the Birth Control Clinical Research 
Bureau and of the Marriage Consultation Centers 
at the Community Church and Labor Temple, New 
York, and Abraham Stone, M.D., Adjunct Urologist 
at the Suydenham Hospital, etc. 334 pages. Price, 
$2.50, flexible binding. New York: Simon & 
Schuster, 1935. 


LaporATORY METHODS OF THE UNITED STATES ARMY 
(Fourth Edition). James Stevens Simmons, B.S., 
M.D., Ph.D., Editor, Major M.C., U.S.A., Director 
of Laboratories, etc., and Cleon J. Gentzkow, M.D., 
Ph.D., Associate Editor, Major M.C., U.S.A., Chief 
of Division of Chemistry, Army Medical School. 
1091 pages. Illus. Price, $6.50, flexible binding. 
Philadelphia: Lea & Febiger, 1935. 


PREVENTIVE MEDICINE AND HycteNe. (Sixth Edition.) 
Milton J. Rosenau, M.D., Professor of Preventive 
Medicine and Hygiene, Harvard Medical School, etc. 
1,481 pages. Illus., Price, cloth, $8.00. New York: 
D. Appleton-Century Co., 1935. 


Foop AND BeveraGeE ANALysIs. Milton A. Bridges, B.S., 
M.D., F.A.C.P. Director of Medicine, Department of 
Correction Hospitals, New York, etc. 246 pages. 
Price, flexible binding, $3.50. Philadelphia: Lea & 
Febiger, 1935. 





RHEUMATOID CONDITIONS 
ARTHRITIS. Second edition. Ralph Pemberton, 
M.S., M.D., F.A.C.P., Professor of Medicine in 
Graduate School of Medicine, University of Penn- 
sylvania. 455 pages. Illus. Price $5.50. Philadelphia: 
Lea and Febiger, 1135. 


AND CHRONIC 


To be able to steer a middle course through the vast 
mass of material which has been written in the last 
few years on the subject of chronic arthritis is indeed 
a formidable task. Dr. Pemberton in this new edition 
of his book has done this splendidly. The book has been 
rewritten, the more recent experimental and clinical 
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BOOK REVIEWS 


work has been given due consideration; in short, the 
present volume is an excellent résumé of the subject 
of chronic arthritis brought up to date. The material 
has been well digested and is presented in an interest- 
ing and easily readable fashion. 

The author points out that the exact cause of chronic 
arthritis is still unknown. He gives the more recent 
evidence for and against the theory that the strepto- 
coccus is the specific etiologic factor. Considerable 
space is also given to Rosenow’s theory of selective lo- 
calization of bacteria. Dr. Pemberton is not so sure 
that only the rheumatoid type of arthritis is due to in- 
fection. He believes osteo-arthritis may also be infec- 
tious. The clinical manifestations of the two main types 
of arthritis are discussed. The distinctive pathologic 
findings are adequately considered. The medical man- 
agement is discussed from the conservative point of 
view and no‘hobbies are stressed. This treatise, in the 
reviewer's opinion, is by far the best book on the sub- 
ject of chronic arthritis. 

M. J. SHapiro, M.D. 





SYSTEM OF DIET WRITING. Wn. S. Collins, B.S., 
M.D., Chief of Diabetic Clinic, Israel Zion Hospital, 
Brooklyn, N. Y. 42 pages, diet lists and charts. Price 
$5.00. New York: Form Publishing Co., 1934. 

A small loose-leaf volume covering a multitude of 
conditions requiring diet writing, and especially com- 
prehensive in regard to the diet of the diabetic and 
obese. A valuable contribution enabling the general 
practitioner to quickly and intelligently arrange a diet 
which the patient can understand. 


H. J. Prenpercast, M.D. 





PHYSICAL DIAGNOSIS. Seventh edition. Warren 
P. Elmer, B.S., M.D., and W. D. Rose, M.D. 919 
pages. Illus. Price $8.00. St. Louis: C. V. Mosby 
Company, 1935. 


This last edition is more complete than any previous 


edition. The author has re-arranged and re-written 
considerable of the subject matter, which makes the 
volume very worthwhile. It is divided into two parts. 
The first part embodies the technic of physical exami- 
nation, and physical examination of the normal body. 
Under this he has taken up clinical anatomy and phys- 
iology of the thorax, circulatory system, and abdomen. 
Next is considered the preliminary observations such 
as speech, gait, station, build, and body temperature. 
Instead of taking up the ordinary routine of inspec- 
tion, palpation, percussion, and auscultation of each 
part of the body separately, the author has devised the 
scheme of covering each diagnostic procedure before 
taking up another. For instance, inspection of the en- 
tire body is discussed before the subject of palpation 
is introduced. The sensory phenomena and reflexes 
are discussed and finally the special diagnostic pro- 
cedures such as thoracentesis, spinal puncture, and vital 
capacity. Radiology in physical diagnosis is presented 
by Dr. Sherwood Moore, and an article on electrocar- 
diography by Dr. Drew Luten. 


Ocroser, 1935 


Part Two presents the physical diagnosis of diseases 
of the respiratory and circulatory systems. Under this 
are included the diseases of the various organs indi- 
vidually, and their physical findings. 

The final chapter on the diagnosis of abnormalities 
of the heart beat has been written by Doctor Luten. 

The volume, as before stated, is extremely complete, 
the material is excellently presented, and, as the author 
recommends, should serve as a supplement to clinic and 
bedside demonstrations. 


A. E. Carnie, M.D. 





EMOTIONS AND BODILY CHANGES. H. Flanders 
Dunbar, M.D., Ph.D., of the Departments of Medi- 
cine and Psychiatry, Columbia University. 595 pages. 
Price $5.00. Published by Columbia University 
Press, 1935. 

This book of 595 pages constitutes a survey of the 
literature on psychosomatic interrelationships from 
1910 to 1933. Necessarily, therefore, it contains at the 
end an extensive bibliography of 2,251 references. By 
means of codrdinated arrangement of the material 
taken from these various sources, which includes the 
opinions of research workers in many countries, and 
by suitable explanatory remarks, the author presents a 
well balanced picture of the present-day scientific con- 
ception of psychosomatic interrelationships, and the 
trend of modern research in that field. The only por- 
tion of the book in which the author injects his own 
convictions to any large extent is the final five page 
conclusion. 

The book consists of three parts, the first two com- 
prising 95 per cent of the total, not including the bib- 
liography of course. 

Part one orientates the reader in this field of knowl- 
edge, and describes the methods of researchers in their 
study of the problems. It is shown that Hippocrates 
realized the importance of psychosomatic relationships 
when he said: “In order to cure the human body it is 
necessary to have a knowledge of the whole of things”; 
as well as Paracelsus, who wrote: “True medicine only 
arises from the creative knowledge of the last and 
deepest powers of the whole universe; only he who 
grasps the innermost nature of man can cure him in 
earnest.” Until more recently, modern medicine has 
materialistic and specialistic. Only those 
things were considered scientifically worthy that could 
be perceived with the senses and tested with instru- 
ments. The body was too much considered as a con- 
glomeration of separate organs and systems. 

Part two draws attention to the interrelationships of 
the various parts of the body, and especially, of course, 
the relationship of the psyche to the soma or body. 
It takes up system after system and points out the ef- 
fects of emotions on their function, as well as the ef- 
fects on the psyche of any disturbance of function in 
the somatic organs. The wholeness of the psyche and 
soma is illustrated early and well by embryologic de- 
velopment, in which it is clearly seen that our organism 
grows as a unitary whole into the architectural plan 
determined by our heredity. The question “Physical or 
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been too 





psychic?” therefore, is in most cases wrongly put and 
should be replaced by the question: “To what extent 
physical and to what extent psychic?” 

Part three consists of brief therapeutic considera- 
tions and concluding remarks. 

The last seventy pages list the above mentioned ex- 
tensive bibliography. 

The book is well worth reading by any physician or 
surgeon who wishes to avoid the pitfalls of a purely 
materialistic practice. 

Hersert BusuHer, M.D. 





NEW AND NON-OFFICIAL REMEDIES, 1935. 
Containing Descriptions of the Articles Which Stand 
Accepted by the Council on Pharmacy and Chemistry 
of the American Medical Association on January 1, 
1935. Cloth. Price, $1.50. Pp. 510. Chicago: Ameri- 
can Medical Association, 1935. 

In this book the Council on Pharmacy and Chemistry 
lists and describes the medicinal preparations that it 
has found acceptable for general use by the medical 
profession. A glance at the list of the Council members 
and the long list of consultants appearing in the first 
part of the book gives ample warrant for the authority 
of the Council’s selections. 

Not only does the Council “accept” new preparations 
but from time to time it omits those which have been 
accepted but which have not with the lapse of time up- 
held their original promise of therapeutic merit. The 
list of omissions for 1934 shows that the Council has 
been mainly concerned in this respect with B. acidoph- 
ilus preparations and with antiseptics. Several prepara- 
tions of each class have been omitted. The list of ad- 
missions does not reveal the presence of any prepara- 
tion that promises to be epoch making in the sense that 
However, the following new- 
ly accepted preparations are noteworthy: Carbarsone, 
an arsenical used chiefly in the treatment of amebiasis 
(the Council published a special report on this drug, 
supplementing the preliminary report of 1932); Hip- 
puran and Diodrast, two different types of urographic 
contrast mediums: 


insulin was, for instance 


Cartene, the precursor of vitamin 
A; Dilaudid, a substitute for morphine; Neo-Synephrin 
Hydrochloride, which has a number of advantages as a 
vasoconstrictor over synephrin tartrate; and Diothane, 
which represents a type of local anesthetic entirely dif- 
ferent chemically from any heretofore accepted for 
N. N. R. 

The description of products containing vitamins A 
and/or D have been revised to give the potencies in 
terms of the recently adopted pharmacopeial units, thus 
bringing some measure of uniformity into this hereto- 
fore chaotic field. No doubt the book will be revised 
next year to conform with the new Pharmacopeia in 
its entirety. 

A valuable feature of the book is the grouping of 
preparations in classes. Each of these is introduced by 
a general discussion of the group. Thus the silver prep- 
arations, the iodine preparations, the arsenic prepara- 
tions, the animal organ preparations and the biologic 
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products are each preceded by a general discussion of 
the particular group. These general articles compare 
the value of the products included in the group with 
similar pharmacopeial established drugs 
which it is proposed that these proprietary preparations 
shall supplement or supplant. 


and other 


Physicians who wish to know why a given proprietary 
is not described in New and Non-official Remedies will 
find the “Bibliographical Index to Proprietary and Un- 
official Articles not Included in N. N. R.” of much 
value. In this section (in the back of the book) are 
given references to published articles dealing with prep- 
arations that have not been accepted. These include ref- 
erences to the Reports of the Council, to Reports of 
the A. M. A. Chemical Laboratory and to articles that 
have appeared in The Journal. 





ACETYL-BETA-METHYLCHOLINE AND 
MECHOLYL (MECHOLIN)—MERCK 


Under the name Mecholin, the firm of Merck & Co, 
Inc., recently submitted to the Council on Pharmacy 
and Chemistry its brand of acetyl-beta-methylcholine. 
Subsequently the firm informed the Council that, on ac- 
count of possible trade mark interference it was 
obliged to change the name to “Mecholyl.” The ques- 
tion of the firm’s right to the use of a proprietary 
name has not vet received definitive consideration by 
the Council. The actions of acetyl-beta-methylcholine 
resemble the “parasympathetic” actions of acetylcho- 
line and appear to produce little or no “nicotine” ef- 
fect. Unlike acetylcholine, it is capable of exerting a 
physiologic effect when administered orally. When in- 
jected subcutaneously its actions appear to be more 
prolonged than those of acetylcholine. The intravenous 
injection is likely to prove dangerous. In_ selected 
cases of paroxysmal tachycardia not responding to the 
usual therpeutic measures, the careful administration 
of graded doses of acetyl-beta-methylcholine is prob- 
ably of value. Overdosage of the drug and adminis- 
tration to patients with asthma should be avoided. 
For preventing attacks the drug is inferior to quinidine. 
In other forms of tachycardia and in auricular fibrilla- 
tion, the usefulness of the drug is not apparent. The 
clinical data presented are not sufficiently complete to 
justify an evaluation of the results obtainable in Ray- 
naud’s disease. In hypertension the value of the drug 
appears to be limited to the temporary relief of head- 
ache. The therapeutic value of the drug in intestinal 
paresis following laparotomy should be more definitely 
established. The Council points out that, since the 
clinical status of the drug is still experimental, a pre- 
liminary informative article should be published; that 
the report is not derogatory to the product, but the 
available evidence is not sufficient to justify the ac- 
ceptance of acetyl-beta-methylcholine (mecholyl Mecho- 
lin) for general use by the profession at this time. The 
Council will again consider the product and related 
questions when further evidence is available. (J. A. 
M. A., July 27, 1935, p. 281.) 





TOMAC OXYGEN INSUFFLATOR 


A portable tracheal apparatus for the administration 
of oxygen. The outfit is small and compact, which 
provides for easy removal to the bedside of a patient 
or wherever needed. This Insufflator was used in a 
clinic for a period of eighteen months and found to be 
efficient and durable. American Hospital Supply Cor- 
poration, Chicago. (J. A. M. A., July 20, 1935, p. 200.) 
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